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The Acute Abdomen Due to Trauma 


WitiiaM M. McMitian, M.D., Cuicaco 


ie is my purpose to review the general prob- 
lem of abdominal trauma and discuss the 
management of both penetrating and nonpene- 
trating abdominal injuries. 

In former years, at Cook County Hospital, 
penetrating injuries to hollow viscera carried a 
mortality rate of around 60 to 70% while in- 
juries to the solid viscera alone had a mortality 
rate of about 30%. In addition, if the injuries 
were accompanied by penetration of the chest, 
the mortality was increased. This rate has 
lessened gradually due to the advent of the anti- 
biotics. Shock usually is marked in injuries to 
the hollow viscera while internal hemorrhage 
will most likely dominate the picture when solid 
viscera are injured. 

So far as nonpenetrating wounds are con- 
cerned, in my experience, the most frequent in- 
jury is to the right lobe of the liver. Thereafter, 
come the spleen and kidneys. 

Nonpenetrating abdominal injuries present 
some of the most difficult problems to the gen- 
eral surgeon. Penetrating abdominal wounds ob- 
viously require exploration but closed abdominal 
wounds always raise the question as to whether 
we should undertake surgery as such a procedure 
might adversely affect recovery of the patient. 


Assistant Professor of Surgery, Northwestern Uni- 
versity Medical School; Attending Surgeon, Chicago 
Wesley Memorial and Cook County Hospitals. 

Presented before the 117th Annual Meeting, IIlinois 
State Medical Society, Chicago, May 22, 1957. 


It is my belief that we should always explore the 
patient if the diagnosis is in doubt. Prolonged 
observation in the presence of genuine suspicion 
that we are dealing with an intra-abdominal 
traumatic lesion only increases the risk and your 
sin usually is on the side of not operating. 

I would like, however, to emphasize that im- 
mediate exploration should not be carried out. 
First, urgent associated injuries must be con- 
sidered and attended to. They include wounds 
to the head, neck, and extremities as well as car- 
diorespiratory dysfunction due to injuries to the 
contents of the thoracic cavity. While such in- 
juries should not delay abdominal exploration 
unduly, they must always be considered and 
dealt with accordingly. Too often our attention 
is directed to the abdomen entirely and we forget 
that we must deal with the patient as a whole. 
In addition, certain preoperative considerations 
are mandatory. First, shock must be combated 
and the patient not rushed to the operating room 
after a single blood transfusion. After primary 
treatment of shock, if the blood pressure fails to 
rise above 80, for practical surgical purposes we 
should assume our picture is due to hemorrhage. 

An immediate evaluation of the blood picture 
is especially helpful in liver and splenic injuries. 
A scout film of the abdomen is at times of great 
value, not only for injuries of these organs as 
indicated by enlargement. The presence of free 
air in the peritoneal cavity or in the retroperi- 
toneal tissues is significant and elevation of the 
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left diaphragm, if present on X-ray, would lead 
us to suspect injury to this structure. However, 
no laboratory test can substitute for frequent 
and painstaking evaluation by the alert clinician. 
Final decision for exploration in the doubtful 
case may well depend upon findings of abdom- 
inal pain, tenderness, and muscular rigidity. 

If surgery is decided upon, an adequate air- 
way must be maintained, a needle must be in the 
vein for intravenous therapy, and a tube in the 
stomach and in the urinary bladder. Blood must 
be available for transfusion and tetanus protec- 
tion given. A great deal of information may be 
obtained by the return or lack of return from 
the stomach and urinary bladder. This may help 
in determining whether rupture of these organs 
has occurred or hemorrhage within the organ is 
present. 

Once surgery has been undertaken, whether 
we are dealing with an open or closed abdominal 
injury, the procedure is the same except that all 
penetrating wounds must be explored regardless 
of their apparent size or depth to determine 
whether or not the peritoneum is intact. In gen- 
eral one of the most frequent errors in explora- 
tion is lack of thoroughness. An adequate inci- 
sion is essential and after opening the abdomen, 
it is well to start proximally and proceed dis- 
tally, inspecting all of the viscera. Too often we 
see an exploration that consists only of investiga- 
tion and correction of the obvious areas of 
injury, leaving unrepaired injuries that result 
in a fatality. I cannot leave this portion of my 
discussion without again stating that the great- 
est single error in the management of abdominal 
injuries is failure to do an adequate exploration. 
This usually results from an inadequate incision 
or, in doubtful casses, failure to start at the 
esophageal hiatus and complete the exploration 
down to the peritoneal reflexion over the rectum. 
There are, of course, times when one can visual- 
ize the path of a bullet or stab wound and thus 
reconstruct its pathway sufficiently to leave little 
doubt as to the location of the visceral injuries. 

I would now like to discuss specific problems 
confronting the surgeon after the abdomen is 
opened. First, in the presence of severe hemor- 
rhage, grasping the main blood supply between 
the fingers or pressure on the abdominal aorta, 
may be life saving where massive hemorrhage re- 
sults from release of tamponade by opening the 
abdomen. 
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The spleen frequently is ruptured or ruptures 
on opening the abdomen where a large subcap- 
sular hemorrhage has occurred. In such circum- 
stances, attempt to control the pedicle with 
finger pressure and then secure the vessels by ro- 
tating the spleen upward and medially. I men- 
tion this because it is not uncommon to lose the 
patient either by failure to control hemorrhage 
or by producing complications by injudiciously 
placing’ a large clamp from the medial position, 
grasping not only the splenic vessels but the 
pancreas all in one large bite. Most injuries to 
the aorta, iliac vessels, and vena cava are fatal 
before surgery is undertaken but if not, arterial 
suture usually will be successful. Certain other 
vessels, such as the portal vein and hepatic and 
superior mesenteric arteries, should be repaired 
if possible. Intramesenteric hematomas should 
be approached cautiously and, unless they are en- 
larging and if there is a distal palpable pulse, 
they should not be disturbed. If they continue to 
enlarge and evidence of interference of the blood 
supply to the bowel is present the mesentery 
must be opened and the vessel ligated. In the 
case of a confined retroperitoneal hematoma with 
limited bleeding, drainage should be instituted 
and the bleeding point ligated if possible. Bleed- 
ing from other vessels requiring ligation gives 
rise to individual problems, depending upon the 
organ supplied. 

The stomach and duodenum are the most fre- 
quently overlooked areas of injury, especially on 
their dorsal surfaces. Therefore, the gastrocolic 
ligament must be opened and the lateral surface 
of the duodenum exposed by retraction to deter- 
mine whether or not injuries have occurred in 
these areas. In the case of wounds of the colon, 
where the blood supply is compromised and there 
is considerable destruction of tissue, the colon 
should be exteriorized. If this is impossible, a 
proximal diverting colostomy and resection must 
be carried out. It has been my custom, however, 
where a single injury to the colon has occurred 
and the mesentery is not involved, to do a pri- 
mary resection without a proximal colostomy. 
However, where an injury of this type has 
occurred due to a bullet wound, a rather wide 
resection of the injured area must be performed 
because of the nonvisible injuries to the tissues 
due to the high velocity of the bullet. It also is 
extremely important to establish drainage of the 
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extra peritoneal space where penetration of the 
dorsal peritoneum has occurred. Failure to ob- 
serve this principle, in my opinion is responsible 
for many fatalities. In case of air blast injuries, 
the bowel usually is ruptured at its points of 
attachment. Treatment of such injuries is the 
same as previously described except that if in- 
juries exist below the peritoneal reflexion, wide 
drainage usually constitutes the only surgery 
necessary. Wounds of the small bowel should 
not be exteriorized but continuity should be es- 
tablished, remembering the necessity of wide 
excision about the bullet wound. 

A fairly good rule, as suggested by McNealy 
in connection with small bowel injuries, is to 
regard resection as the procedure of choice in 
the following circumstances : 

(1) Where the injury is irregular and in- 
volves one-third or more of the bowel 
circumference. 

(2) Where the injury involves the mesenteric 
side of the bowel and injures the mesen- 
tery. 

(3) Where two or more wounds of the intes- 
tine occur within a longitudinal distance 
of three inches. 

(4) Where several extensive wounds occur in 
a comparatively limited section of intes- 
tine. 

Wounds of the kidney should be treated con- 
servatively wherever possible and drainage main- 
tained. Wounds of the spleen require splenec- 
tomy but at times they are difficult to diagnose 
as they occur after minimal trauma, especially 
in those suffering from an enlarged spleen as in 
infectious mononucleosis. Where injury to the 
spleen is suspected I would urge that all patients 
should be kept under close observation for at 
least two weeks following trauma because of the 
possibility of delayed rupture. These injuries are 
at times deceiving. Never attempt to suture the 
capsule of the spleen as this is impossible. 

In liver injuries, most of those encountered 
in civilian life are of the nonpenetrating variety 
and are due to automobile accidents. If disrup- 
tion of the organ has been extensive, bleeding is 
the major problem with bile peritonitis and in- 
toxication from devitalized liver as secondary 
but important problems. Liver injuries should 
be thought of and considered in any case of ma- 
jor abdominal trauma and exploration under- 
taken. 
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Nonpenetrating wounds of the liver can be 
grouped as follows: 

1. Rupture of the capsule and parenchyma 

2. Rupture of the parenchyma with intact 

capsule 

3. Central fragmentation with intact capsule 

and periphery 

The surgical management consists of control 
of hemorrhage, establishing drainage, and the 
removal of devitalized liver tissue. It has been 
well established experimentally that devitalized 
liver tissue is extremely toxic to the patient if 
not removed. Persistent attempts at suturing 
the liver, unless easily accomplished, may lead to 
disaster if the injury is extensive or not easily 
exposed. Many times, however, liver injuries can 
be sutured, employing mattress sutures tied over 
muscle and the employment of Oxycel® or other 
material of your choice. If suture cannot be ac- 
complished, the liver should be packed and the 
pack loosened on the fourth postoperative day 
in the operating room and removed on the 
tenth postoperative day. Drainage not only pre- 
vents bile peritonitis but alerts one to further 
bleeding. Any contamination of the abdominal 
cavity, especially when due to damage to the 
viscera above the umbilicus, carries with it the 
strong possibility of a subdiaphragmatic abscess 
on the right or left sides. Therefore, drainage 
is indicated not only in liver injuries but also in 
other upper abdominal injuries. 

Injuries to the diaphragm constitute one of 
the most frequent errors in management of ab- 
dominal trauma because they are so frequently 
overlooked. They should be borne in mind when 
reviewing X-rays in suspected cases, and in addi- 
tion an upper and a lower gastrointestinal X-ray 
study may be of help in doubtful cases. Finally, 
when abdominal exploration is carried out we 
must find and repair such injuries if present. 

Good postoperative management is most im- 
portant and in many instances means the dif- 
ference between recovery and a fatality. Repeated 
hematocrit readings with restoration of a normal 
blood picture, adequate fluids, and proper electro- 
lytic balance are important. The necessity of 
adequate pulmonary ventilation, with prevention 
of atelectasis, and if such occurs, early recogni- 
tion and treatment must be constantly kept in 
mind. Finally, appropriate antibiotic therapy is 
required. 
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Caprices of Infectious Mononucleosis 


SHELDON E. Krasnow, M.D., Oak Park 


— mononucleosis, ordinarily consid- 

ered a disease that presents with a flu-like 
picture and is characterized by lymphadenopathy 
and fever, may manifest itself in a number of 
other symptom complexes. 

Some of the reported complications include: 

1. Hepatic involvement is so common it is 
considered as present in virtually every patient. 

2. Severe neurologic complications have been 
reported in about 60 patients but the incidence 
of this complication has been increasing. This is 
probably not a rare manifestation of this pro- 
tean disease. 

3. Blood complications have included: a) 
thrombocytopenic purpura, b) hemolytic anemia, 
and c) ruptured spleen. Anemia in infectious 
mononucleosis is uncommon. Its presence in 
such a patient should arouse suspicion of hemo- 
lytic anemia, which may be the main presenting 
problem. Spontaneous rupture of the spleen is 
most commonly due to malaria but infectious 
mononucleosis ranks as the second most common 
cause. 

4. Cardiac complications have been reported 
rarely. They include _ electrocardiographic 
changes and a few cases of myocarditis and 
pericarditis. 

5. Skin, eye, and kidney complications have 
been seen, 

I would like to present the records of several 
patients which demonstrate some of these clini- 
cal pictures. The first represents a common office 
problem. 


R.C. a 17 year white female was first seen in the 
office on October 15, 1956 because of fever and head- 
ache of four days’ duration. Physical examination re- 
vealed a normal female except for a temperature of 
101 degrees F. She was instructed to take salicylates 
and stay at home but returned on October the 18th 
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with the same complaint. Examination revealed only 
a pea-sized cervical and axillary lymph node. In the 
following week fever and malaise persisted, and she 
was seen again on October 26. 

At this time the differential white blood count 
revealed 15,050 cells with 79% lymphocytes, many of 
which were atypical. A heterophil agglutination done 
at this time was again negative. Re-examination one 
week later revealed the patient feeling better, the 
white blood count was unchanged, and the heterophil 
agglutination was 1/224 and diagnostic of infectious 
mononucleosis. The patient made an uneventful re- 
covery. 

This patient was unusual in several ways: 
the marked paucity of clinical findings and the 
fact that the typical changes in the white blood 
count were not noted until the 15th day of ill- 
ness. Usually lymphocytosis with marked pelo- 
morphism of the lymphocytes occurs in the first 
two weeks of illness. Only occasionally does 11 
take a longer period to develop. The heterophil 
agglutination titer frequently is negative in the 
first week of illness but in most patients a signif- 
icant elevation is observed by the end of the sec- 
ond week. In this patient a diagnostic titer was 
not observed until the end of the third week of 
illness. According to Davidsohn, a heterophil 
agglutination titer of 1/224 is diagnostic of 
infectious mononucleosis if the clinical and 
hematologic findings are characteristic of the 
disease. At times the heterophil agglutination 
may be of rather short duration and can be 
missed unless serial determinations are done. 
Many diseases such as serum sickness, viral 
hepatitis, viral pneumonia, Hodgkin’s disease, 
leukemia, polycythemia, sarcoma or tubercu- 
losis may cause some elevation of the heterophil 
titer. In patients who do not present character- 
istic clinical and hematologic findings, the 
Davidsohn modification of the Paul-Bunnel test 
should be performed. In this test, heterophil 
antibodies due to infectious mononucleosis are 
not absorbed on guinea pig kidney, whereas anti- 
bodies due to other causes are absorbed. Hetero- 
phil antibodies due to infectious mononucleosis 
are readily absorbed by beef cells, whereas those 
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due to other diseases may or may not be ab- 
sorbed. 

This first patient presented low grade fever 
and malaise but did not present the typical 
white blood count change until the 15th day and 
the heterophil titer was first recorded elevated 
21 days after the onset of illness. 


D.K., a 20 year white male, was admitted to the 
hospital on 23 March 55 with a history of gross 
hematuria for five days (preceded by a fall with some 
flank pain on the previous day), epistaxis, gum bleed- 
ing, and a generalized petechial eruption for four 
days. He gave a history of sore throat (four weeks 
prior to admission) for one week and malaise and 
anorexia for four weeks. Examination revealed a well 
developed, well nourished, nonjaundiced male with a 
generalized petechial rash which also involved the 
oral mucosa. There were bilateral, nontender, cervical 
and axillary lymph nodes measuring up to two cm. in 
diameter. The spleen descended 2 cm. below the left 
costal margin on inspiration, and the liver was not 
palpable. The initial hemogram revealed a_ normal 
hemoglobin and red blood count. The white blood 
count was 12,450 with 61% lymphocytes, many of 
which were atypical. The bleeding time was longer 
than 15 minutes, coagulation time 3% minutes (cap 
method), the platelet count was zero. The blood pro- 
teins, NPN, icteric index, thymol turbidity, bromsul- 
fothalein liver function test, and Coombs test were 
normal. The cephalin flocculation was three plus in 48 
hours, and the heterophil agglutination was 1/112 and, 
after guinea pig kidney absorption, was 1/56 (a diag- 
nostic titer). The sternal bone marrow was com- 
patible with idiopathic thrombocytopenic purpura and 
infectious mononucleosis. 

The combination of clinical, hematologic, hepatic, 
and serologic findings were diagnostic of infectious 
mononucleosis. In addition the patient’s main clinical 
problem was thrombocytopenic purpura. He was treated 
with corticotrophin by the slow intravenous drip 
method (using 50 units in 1000 cc. of glucose daily). 
In spite of this therapy nasal bleeding was severe and 
the patient received 2500 cc. of blood. On the 10th day 
of therapy, cortisone was started in doses of 100 mg. 
every six hours. On the 13th day the patient was 
clinically improved with no nasal bleeding for the first 
time. On the 17th day the platelet count had risen to 
64,000 and the 18th day, with a platelet count of 110,000, 
the patient was discharged on gradually decreasing 
doses of cortisone. Thereafter he made an uneventful 
recovery. 

In patients with infectious mononucleosis a 
mild bleeding tendency is not uncommon. 
Thrombocytopenic purpura, however, is rare, 
being recorded in the medical literature in only 
16 patients. Usually it occurs at the height of 
the disease. As in acute idiopathic thrombocyto- 
penic purpura, thrombocytopenic purpura in in- 
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fectious mononucleosis may be treated with 
steroid therapy. Splenectomy is reserved for the 
patient desperately ill with severe hemorrhag2 
that is not controllable with steroid management. 
There is an added risk to surgery in the patient 
with infectious mononucleosis and that is the 
presence of liver dysfunction in the majority of 
patients. As has been well documented in five to 
10 per cent of patients, hepatitis is the major 
clinical problem. 


The next two patients demonstrate different 
degrees of hepatic dysfunction. They both re- 
ceived hospital care at the West Side Veterans 
Administration Hospital and are presented 
through the kindness of Dr. Hyman Zimmer- 
man, Chief of Medicine at this hospital. 


H. G. W., a 21 year white male, was admitted on 
December 10, 1956 with a history of sore throat, tender 
cervical glands, and malaise of four days’ duration. 
Physical examination revealed a well developed, well 
nourished male with a temperature of 102 degrees, 
marked pharyngeal injection, petechiae of the soft 
and hard palate, bilateral tender cervical adenopathy, 
nofitender splenomegaly 2 cm. below the left costal 
arch, and hepatomegaly of 3 cm. below the right costal 
arch. 

Temperature returned to normal on the second 
hospital day and the hepatosplenomegaly subsided 
gradually. The patient was discharged on the 25th 
hospital day. The only evidence of liver involvement 
was hepatomegaly, the two plus cephalin, and a BSP 
retention of 11%. This is the usual degree of liver 
involvement noted in infectious mononucleosis. (See 
table 1). 

R. E. H., a 26 year white male, was admitted to the 
hospital on September 16, 1955 with a history of 
malaise and headache of one month’s duration. Physi- 
cal examination revealed moderate scleral icterus. There 
were petechiae of the soft and hard palate. Moderate 
nontender discrete anterior and posterior cervical adeno- 
pathy was noted. The liver decended 4 cm. below the 
right costal arch and the spleen descended 3 cm. be- 
low the left costal arch. On admission the patient was 
placed on absolute bed rest and a special diet. During 
his hospital stay he improved gradually. Liver biopsy 
revealed mononuclear infiltration of the portal fields 
and focal infiltration of the parenchyma with some 
associated hepatic cell necrosis. (For laboratory find- 
ings see Table 1). 

Sections of liver in patients with infectious 
mononucleosis examined at biopsy and autopsy 
have shown one of several changes. The most 
common is mononuclear infiltration of the portal 
fields with or without similar infiltrations in the 
sinuses and hepatic lobules. In some patients, 


as in the last one presented, focal necrosis of 
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hepatic cells has been seen in association with 
the mononuclear infiltration. Moderate swelling 
of the Kupffer cells, vacuolization of the hepatic 
cell nuclei, and neutrophilic infiltration of the 
portal fields also have been observed. 

In most patients with infectious mononucleo- 
sis there is some laboratory evidence of hepatic 
dysfunction such as elevated thymol turbidity or 
abnormal cephalin flocculation and modest BSP 
retention. Jaundice in patients with infectious 
mononucleosis usually is intrahepatic in origin 
and associated with the mononuclear infiltration 
as just described. 

Infectious mononucleosis may be associated 
rarely with hemolytic anemia and jaundice is 
then prehepatic in origin. Infectious mononu- 
cleosis has been observed occasionally in patients 
with congenital hemolytic anemia, and in these 
patients a hemolytic crisis has been observed. In 
infectious mononucleosis then, jaundice usually 
is associated with laboratory evidence of hepati- 
tis and liver biopsy evidence of mononuclear in- 
filtration. On rare occasion, hemolytic jaundice 
may occur. 

Severe neurologic complications are uncom- 
mon in infectious mononucleosis. The cases re- 
ported have included meningitis, encephalitis, 
Guillain-Barre syndrome, peripheral neurop- 
athy, and various combinations of these clinical 
syndromes. The spinal fluid has varied from nor- 
mal to one demonstrating increased pressure, 
protein, or cells which usually are lymphocytes. 
There may be combinations of these findings. 
The prognosis, although usually good, may on 
occasion be poor and fatalities have been re- 
ported. As with many other diseases, the more 
often infectious mononucleosis is considered in 
the differential diagnosis of acute neurologic 
disease, the more often is it found. 
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The following patient demonstrates such a 
diagnostic problem : 


C. H., an 8 year old female, sustained a minor in- 
jury to the head on April 19th. There were no signs 
of bruising and she was not unconscious. On the fol- 
lowing day she appeared lethargic and tired. Lethargy 
increased in the following two days and she became 
unresponsive. She was hospitalized on April 24th. Ex- 
amination at this time revealed a well developed, un- 
responsive girl with a temperature of 99.6 degrees 
orally. Neurologic examination was negative except 
for the semicoma. X-rays of the skull and spinal fluid 
examination were normal as were hemoglobin and red 
blood count. The white blood count revealed 5,000 
cells with 72% lymphocytes, 10 per cent of which 
were atypical. Electroencephalogram revealed general- 
ized slowing with focal slowing over the occipital 
areas. A heterophil agglutination was 1/112, and with 
guinea pig absorption there was a titer of 1/56. The 
differential diagnosis included subdural hematoma and 
brain tumor. The working diagnosis was encephalitis, 
and with a borderline type of lymphocytosis, the pres- 
ence of a heterophil agglutination titer of 1/56 after 
guinea pig kidney absorption was vital in the diagnosis. 
Marked lethargy persisted until May 3rd (two weeks 
after the onset), when, over the course of several 
hours, she suddenly became alert and made an_ un- 
eventful recovery. Repeat heterophil agglutination 
studies on May 13 revealed a similar titer to the one 
taken April 26. 


Several patients with infectious mononucleo- 
sis have been presented, one with a delay in 
lymphocytosis and _ heterophil agglutination 
change; another with thrombocytopenic pur- 
pura; two with different degrees of liver in- 
volvement; and one with encephalitis. With the 
marked variability of organ system involvement, 
infectious mononucleosis should be considered in 
many acute diseases. The use of the heterophil 
agglutination and Davidsohn modification, cou- 
pled with the study of the lymphocytes, gives 
us helpful tools in diagnosis. 
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Nonperforating Injuries 


of the Anterior Segment 
of the Eye 


CLARENCE V. Warp, M.D., PEoRIA 


WILL confine injuries of the anterior seg- 

ment to injuries of the cornea and iris, in- 
cluding the vascular complications, and to the 
iris and ciliary body. 

A nonperforating injury of the globe can be 
caused either by a direct blunt blow to an eye 
or to the neighboring structures or it can follow 
an explosion type injury close to an eye. It is in 
reality a contusion of the contents of the eye in 
which the fibrous tunic of the eye remains in- 
tact. When the impact of a blunt force is ap- 
plied anteriorly to an eye, the resulting wave of 
pressure ignites a series of mechanical, physio- 
logical, and chemical changes to the structures 
within the eye. 

The mechanical changes are the most evident 
and best understood. The wave of pressure re- 
sulting from a sudden force anteriorly acts in 
all directions at once, hurling the ocular con- 
tents peripherally against the tough outer tunic. 
To this concept must be added the fact that 
within the globe there are a number of highly 
different types of structures in intimate associa- 
tion with each other. There are vascular, avascu- 
lar, and nervous tissues and tissues that are frail 
and delicate or solid and firm. There are struc- 
tures that are fixed and that float in a medium 
half fluid and half gel. None is without im- 
portance. Is it any wonder then that serious 
complications can arise from some of the most 
seemingly innocent nonperforating injuries of 
the eye? 

The amount of damage rendered by a con- 
tusion to an eye depends upon three chief fac- 
tors: 

(1) The amount of damage to the tissue cells 
themselves. 
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(2) The amount and type of vascular complica- 
tions. F 

(3) The gross effects of tearing and laceration 
of the tissues. 

Perhaps little can be done to influence the 
first factor but some control can be exerted over 
the latter two. 

Duke-Elder believes that the nerve and other 
cells suffer disarrangement and fragmentation 
of the structures within the cell beginning im- 
mediately after an injury. This is accompanied 
by a disturbance to the walls of the capillary 
vessels resulting in vasoparalysis, capillary dila- 
tation, slowing of the blood stream, and the es- 
cape of tissue fluid and cellular elements into 
the surrounding tissues. The resulting edema, 
swelling, and hemorrhage allow certain enzymes 
to exist in an acid medium created by the anoxia. 
The enzymes are believed to help break down 
first the more highly differentiated nervous cells 
and then the interstitial cells, thus resulting in 
a process of autolysis, liquefaction, and necrosis. 
Theoretically then, is it not plausible that if 
the stage of edema and hemorrhage could be 
controlled, the amount of liquefaction and ne- 
crosis would be minimal, thus preventing perma- 
nent atrophy and loss of function? 

The third factor determining the degree of 
damage depends upon the amount of lacera- 
tion and tearing of the tissues. Gross solutions 
in the continunity of tissues such as tears of 
the iris and ciliary body can result in frank 
hemorrhages of the anterior chamber with all 
its consequences. Certainly this third factor 
and its complications will at times demand the 
most astute ophthalmological care. 


THERAPEUTIC MANAGEMENT 
As thorough an examination as_ possible, 
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without further damaging the eye, should be 
made. Make certain in all instances that the 
eveball is not lacerated or that a foreign body 
has not entered the globe or orbit. Some esti- 
mation of visual acuity is desirable, 

Examination of a nonperforating injury to 
an eye often is unnecessarily delayed for two 
reasons, First, in the presence of severe body 
injuries elsewhere, an eye injury is relegated 
to a position of secondary importance. This 
was often evident under the stress of modern 
warfare. Secondly, because of the nature of the 
lax subcutaneous tissues of the eyelid and con- 
junctivae, tremendous ecchymosis and chemosis 
can follow trauma to a_ periorbital region to 
such an extent that proper examination of the 
injury actually is hindered and thus delayed. 
This difficulty might be eliminated by the re- 
lief of pain and blepharospasm through the use 
of a topical anesthesia. In the extreme case, 
akinesia of the lids can be secured by the 
O’Brien technique. Cold compresses initially 
are indicated. Relief of edema, ecchymosis, and 
chemosis can be further hastened by the use of 
one of the proteolytic intramuscular enzymes 
now receiving attention. 

All teachings stress the importance of ob- 
servation, rest, sedation, and bandaging. Cer- 
tainly it is true that a great many contusions 
of the eye heal without complications with 
nothing more than bandaging and bed rest. 
Rest and quiet are advisable for at least a 
week following a severe injury to the anterior 
segment because if a secondary anterior cham- 
ber hemorrhage occurs the prognosis becomes 
more unfavorable. A secondary hyphema_ typi- 
cally occurs on the second or third and some- 
times the fourth or fifth post-traumatic day. 

A binocular bandage is advisable for all co- 
operative patients. However, in children a 
binocular coverage may be contraindicated if 
it increases restlessness. The judicious use of 
a sedative, mild narcotic, or tranquilizers is 
indicated. 

If, upon initial examination of an eve follow- 
ing a contusion type of injury, the anterior 
chamber is free of blood, then a mydriatic and 
probably a weak one is indicated, especially if a 
tear or an iridodialysis of the iris is present with- 
out hemorrhage. In the absence of blood in the 
anterior chamber in the succeeding days, a 


stronger mydriatie may be indicated. 


9% 


There has been some disagreement among 
ophthalmologists as to whether to use a miotic 
or a mydriatic in the presence of a traumatic 
hyphema, The question is whether to attempi 
to promote absorption of the blood by increas- 
ing the absorption space of the iris and angle 
with the use of a miotic, thereby treating the fre- 
quent secondary glaucoma, or to consider the 
inflammatory aspects of the iris and_ ciliary 
hody by rest with the use of mydriatic. 

The older texts and teachings favored my- 
driatics and even atropine. Rychener? — rec- 
ommended miotics, stating that, used im- 
mediately after an injury, they resulted in less 
secondary hemorrhage and less necessity for 
surgical procedures. Fralick, in discussing 
Rvychner’s paper, was of the same opinion al- 
though he recommended atropine later. Chan- 
dler also agreed on miotics. Thygeson and 
Beard® favored 5% homatropine four to five 
times daily unless a hemorrhage occurred and 
then they recommended strong miotics, Duke- 
Klder' in his latest volume states, ‘‘In_ the 
presence of a hyphema, expectant treatment 
without the installation of atropine is probably 
the safest course as long as the tension is nor- 
mal or low. If anxiety is felt the installation 
of a miotic rather than a mydriatic at an early 
stage may forestall the complication of a hy- 
phema.” 

The most frequent complication of an an- 
terior chamber hemorrhage’ is secondary 
glaucoma. The next most frequently mentioned 
complication, and one that requires the presence 
of an elevated intraocular pressure, is the classi- 
cal “blood staining of the cornea.” This can be 
a’ permanent catastrophe. Macroscopically the 
condition varies in color from rusty brown 
io a greenish black or gray disciform staining 
of the cornea with a clear periphery. Clearing 
hegins from the periphery leaving a central gray 
patch which turns white and unsightly if 
glaucoma persists. It is believed than an intra- 
ocular tension of 35m.m, Schiotz for 24 hours 
in the presence of an anterior chamber 
hemorrhage will cause some blood staining of 
the cornea. 

In addition to using a miotic in the presence 
of a traumatic hyphema, it would seem logical 
to use some agent that could effectively control 
the amount of aqueous formation when there 
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is danger of increased pressure. Diamox®, is 
such a drug. It is a carbonic anhydrase inhibi- 
iér that can suppress partially the secretion of 
aqueous thereby lowering intraocular pressure 
independently of the outflow mechanism. Beck- 
er reports that in normal eyes, as well as those 
with various types of glaucoma, up to 86% of 
all eves responded to at least 40% inhibition 
of flow. Included in this series were some cases 
of traumatic hyphema. Thus it would seem that 
the short term use of this potent aqueous in- 
hibitor is a helpful adjunct to the convention- 
al methods of treating secondary glaucoma due 
to hyphema. It seems likely that it should pre- 
vent the dire consequences in many cases and 
aid in the preparation of surgery for others. 

The second newer therapeutic agent that the 
ophthalmologist now has available is one of 
the proteolytic enzymes. The idea of using an 
enzyme for its proteolytic and anti-inflamma- 
tory properties has been known for some time 
as trypsin was first isolated in the pure eystal- 
line form in 1932. However, it was not until 
approximately 1952 that the enzymatically in- 
duced anticoagulation, thrombolysis, and fi- 
brinolysis properties of trypsin were first ued 
for ocular conditions. The value of 2 proteolytic 
enzyme tor the lysis and absorption of a blood 
clot in the anterior chamber may be a contro- 
versial issue. [ have used trypsin and chymotry- 
sin in the past 10 cases of traumatic hyphema 
and feel they hastened absorption of blood. How- 
ever, Keeney and Zaki"! reported that the in- 
tramuscular administration of trypsin was 
found to have no appreciable effect on the ab- 
vorption of experimental hyphema in the guinea 
pig. Either trypsin or chymotryp:in can be used 
intragluteally in doses of 14 cc. to 1 ce. daily. 
A proteolytic enzyme should never be injected 
directly into the eye. 

Paracentesis is indicated within 24 hours if 
an anterior chamber is filled with blood and 
accompanied by any elevation of intraocular 
pressure. This is done in such a manner that 
re-opening through the wound afterwards can 
he accomplished. I feel that lavage of the anterior 
chamber and manual removal of a clot with in- 
struments is both dangerous and unnecessary. 
It is dangerous because it is difficult to follow 
the instrument through the blood clot and the 


iris and lens may be damaged; unnecessary be- 


for March, 1958 


cause the desired effect is to achieve a reduc- 
tion in pressure which in turn will clear the 
anterior chamber. An air bubble at the time of 
the paracentesis will help to prevent such com- 
plications as the development of peripheral an- 
terior synechise, 

While many physicians give antihemmorhage 
', vitamin K, 
or rutin, their value is doubtful. Thygeson and 
Beard’, after recording normal bleeding, clot- 


drugs such as calcium, vitamin ( 


ting, and prothrombin times believe that the 
problem of traumatic hyphema is not closely 
related to clotting abnormalities. 

It is now well established that corticosteroid 
therapy effectively checks destructive inflamma- 
tory reactions to ocular trauma whether allergic, 
infectious, anaphylactic, chemical, or mechani- 
cal in orgin. If the type of injury to the anterior 
segment is such that it causes a_ thickened 
edematous cornea with or without folds and 
wrinkles, a clouded aqueous, and a swollen iris 
without hemorrhage then I believe that cortico- 
steroid therapy is indicated both topically and 
systemically. 

It should be noted that in recommending the 
corticosteroids, the proteolytic enzymes, and 
Diamox, all the normal precautions and contra- 
indications of these agents be carefully con- 
sidered. Also mention should be made that all 
of the previously suggested therapeutic agents 
and methods should not have anything but a 
henefical effect upon the commonly coexisting 
po:terior segment injuries. 

Surgical intervention, other than the previous 
mentioned paracentesis, probably is necessary 
only for the repair of an iridodialysis if it is 
sufficiently extensive and not covered by the 
upper lid. Such repair should not be attempted 
for two or three weeks after an injury. If the 
sphincter of the iris is ruptured the pupil be- 
comes dilated and may not react to light or ac- 
commodation. The condition remains permanent 
hut may be helped with the use of mioties. 


CONCLUSIONS 

1. [ believe that the proper management of 

nonperforating injuries te the anterior segmeni 

calls for something in addition to the well worn 

advice of “little action and considerable patience 
on the part of the ophthalmologist.” 

2. An adequate examination and evaluation 
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of the extent of the injury is necessary. 

3. A secondary type of traumatic hyphema 
carries an unfavorable prognosis and must be 
prevented if possible and treated wisely if 
present. 
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Postoperative care 

Many surgical patients receive nothing by 
mouth during the early postoperative period be- 
rause of either the desire of the surgeon to keep 
the gastrointestinal tract. at rest, or anorexia. 
Such patients should receive nutrition intrave- 
nously. One of the commonly used methods of 
maintaining surgical patients during this period 
is to give them two or three liters of either five 
or ten per cent sugar solution which may or 
may not contain some sodium chloride. Such a 
regimen provides 400 to 1,200 calories; thus it 
not only is deficient in calories but is devoid of 
utilizable nitrogen, essential electrolytes (nota- 
bly potassium), and vitamins. From a nutri- 
tional viewpoint it is highly desirable to supply 
insofar as possible all the essential materials 
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needed for the fabrication of tissue. Otherwise, 
despite the most skillful surgery, the patient’s 
convalescence will be unnecessarily prolonged 
and complicated. 

By giving the postoperative patient solutions 
of protein hydrolysates containing ten per cent 
hexose it is possible to administer about 12 gm. 
of nitrogen 1,100 calories using only two liters 
of fluid. Such preparations contain added _ po- 
tassium as well as some sodium and chloride. It 
is possible to further increase the caloric con- 
tent of the regimen by giving an additional 
amount of the same solution or one containing, 
in addition, slightly higher concentrations of 
hexose and two to five per cent alcohol. Edito- 
rials and Comments. Nutrition in the Surgical 
Patient. J.A.M.A. Dec. %, 1957. 
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Blood Coagulation 


AARON M. JosEPHSON, M.D., DirEcTOR, DEPARTMENT OF HEMATOLOGIC 


RESEARCH, MICHAEL REEsE HosPITAL 


Doctor Robert Adolph: Ten years ago the 
mechanism of blood clotting seemed quite 
simple. Three short formulae containing the few 
factors then known, expressed the conversion of 
fibrinogen into a fibrin clot. Since World War 
IT, however, the accumulation of knowledge in 
this field has been rapid, and its dissemination 
poor. The confusion in the literature is in large 
part due to the lack of uniformity in terminol- 
ogy. Dr. Aaron Josephson, who is Director of 
Hematologic Research at the Michael Reese 
Hospital, Chicago, promises to shed some light 
on this important subject. 
Dr. Aaron Josephson: As you imply,. Dr. 
Adolph, semantics has become a major deterrent 
to a clear understanding of the literature relat- 
ing to coagulation. Prior to World War I the 
conversion of fibrinogen to fibrin had been es- 
tablished, and in 1933 the prothrombin time 
was first measured. With the development of 
variations of the test, coagulation became a 
fruitful field for investigation, and multiple 
factors influencing the speed of coagulation: were 
discovered. Each laboratory began to theorize on 
the mechanism of clotting and each group has 
tenaciously preserved its own nomenclature. 
Let us first review the methods used in de- 
tecting the factors involved in clotting. Except 
for fibrinogen, these substances have not been 
chemically isolated and purified, and so cannot 
be measured in the usual manner. They are in 
a sense ethereal substances, the existence of which 
can be deduced only from tests whose end result 
is the time required: for a fibrin clot to form. 
Quantitation is almost impossible. The normal 
value for any factor has a wide range in pre- 
sumed normal individuals. In addition, the pre- 
cision of the tests of clotting is poor, and the re- 
sults are not always comparable between Jabora- 
tories. The classic Lee-White clotting time is 
done in five or six different ways, and even the 
same method is not comparable when done by 


for March, 1958 


different people. Methods for cleaning and rins- 
ing the test tubes, the amount of agitation, de- 
gree of tilt, and degree of clot accepted as the 
end point are all variables. 

The formulae in Figure 1 depict the generally 
accepted concepts of blood coagulation at the 
present time. Factor VII, factor X, and Stuart 
factor, may not be very important in clinical con- 
ditions. Many factors have been labeled because 
something seemed to be missing in a particular 
serum, 

The concept of hemophilia as a deficiency of 
anti-hemophiliac globulin (A. H. G.)is accepted 
hy all but a few laboratories which believe the 
disease may be due to an inhibitor that is pres- 
ent in the serum. Many different, bleeding 
(diseases have been described and named, e.g. 
hemophilia, hemophilia B, pseudohemophilia, 
parhemophilia. The whole class has sometimes 
heen referred to as “hemophiloid diseases,” with 
resultant confusion. 

True hemophilia is a single disease entity. It 
is hereditary, and the method of transmission 
has been well established. It is a sex-linked re- 
cessive trait which when present in the female 
is opposed by normal dominant allele on the X 
chromosome. If the recessive gene is transmitted 
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AHF .: 
PTC 
Platelet : 
PTA + +a} Plasma thromboplastin 
HF Factor ca [ any 
Factor V labile 
Factor VII stabile 
Factor X 
Stuart Factor 
Labile + 
11 | Prothrombin | +1 and + [thromboplastin +[cat befthrombin] 
Stabile 
II | Fibrinogen | + fibrin| 4a— |fibrinolysin| 
Janti-thrombi neutralized thrombin] 
Sienesal |profibrinolysin] 


to the male, however, its influence is unopposed, 
as there is no homologous locus on the Y chro- 
mosome, and the trait becomes manifest. The 
disease is characterized by hemarthroses, multi- 
ple bleeding episodes and usually resultant dis- 
figuration. In 1948 a person thought to have 
hemophilia was discovered whose clotting defect 
was corrected by mixing his blood with that froma 
known hemophiliac. This deficiency has subse- 
quently been labeled P. T. C. (platelet throm- 
hoplastin component) deficiency or Christmas 
direase (the disease was discovered in a_ boy 
named Christmas). Other diseases of this type 
have been discovered in a similar way, that is, 
by mixing the blood of the diseased individual 
with blood from patients with previously diag- 
nosed bleeding disorders to see whether or not 
the clotting deficiency will be corrected. P. T. A. 
(platelet thromboplastin antecedent) deficiency 
was discovered in this way four vears ago by 
Rosenthal. Clinically P. T. C. and hemophilia 
are quite similar in their symptomatology. P. 
T. A. is milder, is not sex-linked, and is cor- 
rected by small amounts of normal plasma, e.g. 
100 ce. 

Another interesting deficiency state is that 
described by Ratnoff in which the patient is 
asymptomatic, but the clotting time and other 
tests of clotting are abnormal. This disease is 
usually discovered while doing a routine clotting 
time prior to surgery. These patients, however, 
tolerate surgery without unusual bleeding. Four 
families with a deficiency of Hageman factor 
have been described, and it is probably inherited 
as a non-sex-linked recessive trait. The clotting 
time may be as long as one hour and the throm- 
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hoplastin generation test is abnormal. The ab- 
normality is corrected by 10 to 100 ce. of normal 
plasma. 

Defects in the clotting mechanism generally 
‘an be divided into two broad categories: 1) 
abnormalities of the platelets and blood vessels, 
2) abnormalities of blood factors. Purpura can 
he classified as vascular or thrombocytopenic. 

Following injury a cut blood vessel contracts 
and retracts and may in this way stop bleeding. 
In larger vessels the pile-up of platelets may 
plug the cut. In still larger vessels the formation 
of a fibrin clot is necessary for hemostasis. The 
platelets break up, releasing the platelet factors, 
which initiate the clotting reactions. Thrombo- 
plastin-like substances are found in many 
tissues, and are especially rich in brain, lung. 
and placenta. 

How then are laboratory techniques employed 
to document a specific deficiency state? Citrated 
whole blood, after mixing with barium sulfate, 
can be separated into a supernatant and barium 
sulfate phase. The supernatant contains A, H. 
G., P. T. A., Hageman’s factor, and labile factor 
(factor V). The barium sulfate phase contains 
P. 'T. C., P. T. A., factor VIT, and prothrom- 
bin. Serum, after clotting, contains P. T. C., 
P. T. A., factor VII, and Hageman’s factor. In 
patients with clotting defects appropriate mix- 
ing of samples of patients’ blood, normal serum, 
and serum from known hemophiliacs prepared 
in the above manner can, by cross-elimination, 
identify the factor responsible for the clotting 
deficiency. 

In the thromboplastin generation test, the 
patient’s barium sulfate plasma, the patient’s 
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platelets, and the patient’s serum are separated 
and then are recombined in various combinations 
with similar fractions from normal people. De- 
laved coagulation after one to six minutes in- 
cubation means decreased thromboplastin forma- 
tion. Normal barium sulfate plasma will correct 
A. H. G., P. T. A., Hageman’s factor, and factor 
V deficiencies. 

Many of the large coagulation laboratories 
maintain a bank of abnormal sera and plasma 
from patients with clotting defects for testing 
against unknown sera. A. H. G., P. T. A., P. T. 
C., and Hageman’s factor deficiencies are specific 
laboratory entities; they cannot, unfortunately, 
be accurately quantitated. Measurement is im- 
portant to the geneticist and to the physician 
who is concerned with family guidance in cases 
where a child exhibits a deficiency state. The 
parents are concerned with the likelihood of the 
appearance of the traits in their offspring. Per- 
haps if quantitative methods of measuring these 
traits were available, recognition of the carrier 
state might be possible. 

Hemophilia-like syndrome is a term used nine 
years ago to characterize circulating anti-coagu- 
lant. Popularly it is used also to refer to P. T. C. 
and P. 'T. A. deficiencies. Circulating anti- coag- 
ulants may be antibodies, probably secondary 
to the transfused A. H. G., P. T. C., or P. T. 
A. factors. Occasionally they develop de novo in 
the previously normal individual. 

Pseudo-hemophilia B is a term coined by 
Singer in 1953 to characterize a prolonged bleed- 
ing time in the presence of an A. H. G. defi- 
ciency. Vascular hemophilia has also been called 
““pseudo-hemophilia”, and Quick has described 
a “pseudo-hemophilia” caused by a decrease in 
platelet factor. All ‘“pseudo-hemophilias” are 
characterized by an abnormal bleeding time. The 
following are diseases in this category: 

1) pure vascular disease, which is hereditary, 
of equal incidence in males and females, is 
an abnormality of vessel wall contraction; the 
patients may bleed anywhere and may present 
in females as menorrhagia. 

2) Von Willebrand’s disease, in which a sub- 
stance is lacking in the patient’s platelets for 
normal clotting. 

3) Glanzmann’s disease, or thrombasthenia, in 
which the spreading capacity of the platelets is 
altered. 
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+) Thrombopathia, in which a clot retraction 
abnormality is the only defect. 

5) Pseudo-hemophilia  B, 
described above. 

Another deficiency state called para-hemo- 
philia is characterized by factor V deficiency. 

May I conclude by re-emphasizing that se- 
mantics is a major difficulty in the understand- 
ing of coagulation; the confusing nomenclature 
will probably be resolved only when the sub- 
stances involved, which are present in such min- 
ute amounts, are isolated and purified. 
Dr. John Frenster, Resident in Medicine: Much 
has been said today concerning deficiencies in 
coagulation. However, clinically the greatest 
problem is with the diseases of hyper-coagula- 
bility. For example, it has been suggested that 
there is a relationship between increased periph- 
eral coagulation and fatty meals. A secondary 
problem is the individual’s ability to lyse clots, 
and medications that may promote lysis. Would 
you care to comment on this aspect of the prob- 
lem ? 
Dr. Josephson: The biggest stumbling block in 
this field has been the difficulty in measuring 
hyper-coagulability. Oschner in New Orleans 
felt that he had demonstrated hyper-coagula- 
bility in postoperative patients, and that this 
was due to high thrombin and low anti-throm- 
bin levels. The difficulty of measuring these fac- 
tors, however, casts doubt on his studies. 


which has been 


The literature relating to the effect of fats 
on coagulation also is confusing. Fats probably 
increase coagulability. Whether this is a vascular 
or systemic effect is unknown, 

The problem of clot lysis is very important, 
and studies now in progress may indeed open a 
new therapeutic era. 

Dr. Ronald Fox, Instructor in Medicine: What 
is usually taken as the end-point of the thrombo- 
plastin generation test? 

Dr. Jo.ephson: The only end-point for this, as 
for most other studies in this field, is a fibrin 
clot. 

Dr. Adolph, Research Fellow in Medicine: | 
have the feeling that most of the time and effort 
in this field is being spent on the rare deficiency 
diseases, when most of the deaths relating to 
coagulation defects are due to thrombosis. Do 
you have any explanation for this? 

Dr. Josephson: The only way in which it has 
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been possible to detect the substances necessary 
to form a clot has been in the study of the few 
patients in which there is a deficiency of one or 
more of these factors. 

Dr, George Saxton, Associate Professor of Pre 
ventive Medicine: Why couldn’t the progress of 
a clot be studied on a scanning spectrophoto- 
meter looking for changes in the absorption 
bands? Perhaps this would lend additional in- 
formation on the substances involved. 

Dr. Josephson: I know that spectrophotometry 
has been attempted, but the clot occurs too 
rapidly for practical application. 

Dr, Saxton: What about studying migration in 
electrical fields? 

Dr. Josephson: These are all trace substances. 
To illustrate the difficuly in purification, we 
obtained 1 mg. of what was supposed to be anti- 


The judicious use of medicines 


Just as each new discovery in medicine in- 
creases our knowledge and opens up new avenues 
of approach, it simultaneously imposes new 
challenges. 

The antimicrobial agents are no exception, in 
that their administration has resulted in certain 
undesirable consequences which constitute new 
and serious problems in the medical care of pa- 
tients. One of the main causes for this situation 
is the use of the antimicrobials as therapeutic 
measures in conditions in which their effective- 
ness has not been demonstrated. For example, 
in the general practice of medicine, the majority 
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hemophiliac globulin. Sixty per cent of this 
material was fibrinogen, 20 per cent was a cold 
insoluble globulin, and the remaining material 
which presumably contained A. H. G. still 
showed a wide antigenic spectrum. 

Dr. Frenster: There have been recent reports 
on the study of intravenous clotting in intact 
animals. Might this not prove a more useful 
method than the study of clots in test tubes ? 
Dr. Josephson: Yes, this is probably a much 
better method. The clotting of blood in a test 
tube is certainly not the same as that which oc- 
curs in a blood vessel. For example, it has been 
shown that the glass fragment can be substituted 
for platelets in a test tube. 

Dr, Adolph: Thank you, Dr. Josephson. I may 
not yet have a firm understanding of coagula- 
tion, but at least my confusion has been focused. 
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of febrile illnesses are due to infections of viral 
origin which are not amenable to therapy with 
these drugs. Furthermore, the incidence of 
secondary bacterial infection has been shown to 
be higher in patients suffering from viral infec- 
tions of the respiratory tract who received anti- 
biotics than in those who did not, with the 
complicating infections which arose being due 
to unusual types of bacteria or to drug-resistant 
strains of common pathogens. Thus, in order to 
employ these agents successfully, it is important 
to limit their use to the treatment of infections 
which are susceptible to their action. Harrison 
F’. Flippin, M.D. Cardinal Principles of Antimi- 
crobial Therapy. Pennsylvania M.J. Dec. 1957. 
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The General Practitioner 


and Syphilis 


Evan W. Tuomas, M.D., ALBANY, N. Y. 


here are numerous reasons why many physi- 

cians have little interest in syphilis. For the 
past quarter of a century or more, syphilis has 
been predominately a public health responsi- 
bility. During this time the disease has been 
increasingly. confined to the poorest sections of 
the population ; treatment has been greatly sim- 
plified; and there has been a dramatic decline 
in cases since 1947. Within the past few years, 
however, the downward curve of reported syphilis 
has been leveling off, and in 1956 it began to 
rise. This is not surprising because the elimina- 
tion of a disease like syphilis through treat- 
ment alone can scarcely be anticipated. There 
is nothug on the horizon now to suggest that 
syphilis will not continue to be a problem in the 
forseeable future. 

It probably is true that most physicians see 
few cases of syphilis in their office, but the in- 
fection is met with frequently in hospitals and 
clinics, and no physician should be ignorant of 
the fundamentals of its diagnosis and treatment. 
The control of syphilis is important chiefly be- 
cause the late stage of the disease may produce 
severe physical handicaps and even death. The 
devastating effects of late syphilis have been 
greatly reduced by modern treatment, but they 
have not yet been eliminated. As a cause of 
death, among the infectious diseases, syphilis 
ranks next to tuberculosis; and as a cause of 
incapacitating invalidism it is surpassed only 
by tuberculosis. 

This audience may be as surprised as I was 
to learn from a recent report by Malzherg, of 
the New York State Department of Mental 
Hygiene, that there are now more patients in 
New York State hospitals because of general 

V.D. Consultant, New York State Department of 
Health. 


Presented before the 117th Annual Mecting, Ill. State 
Med. Soc., Chicago, May 23, 1957. 
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paresis than there were 30 years ago. Yet, the 
rate per 100,000 population of first admissions 
to New York State hospitals with a diagnosis 
of general paresis fell from 7.2 in 1926 to 0.8 
in 1956. Malzberg explains his paradoxical find- 
ing by the fact that paretics now live for much 
longer periods in the hospitals than was true 
30 years ago. I am told that the median period 
of hospitalization for paretics in New York 
State is now about eight years and in the past 
eight years, 2,128 patients with a diagnosis of 
general paresis have been admitted to New 
York State hospitals. For the country as a 
whole, some 2,500 paretics were hospitalized in 
1954. This represents a cost to taxpayers of 
millions of dollars to say nothing of the human 
suffering involved. 

Facts such as these are all the more disturb- 
ing now that we have a relatively simple treat- 
ment that can prevent serious late manifesta- 
tions of the disease in almost all cases, pro- 
vided treatment is given prior to the onset of 
late symptoms. The simplicity of modern treat- 
ment is a great boon to syphilis control, but I 
fear it tends to make us forget that, from the 
standpoint of scientific medicine, no other single 
infectious disease encompasses so many unsolved 
problems as syphilis. To the scientist interested 
in understanding immunologic phenomena, syph- 
ilis presents a fascinating challenge. Osler’s 
epigram that to know syphilis is to know medi- 
cine might be rephrased, to know syphilis is 
to know how much we don’t know about im- 
munologie mechanisms, including those underly- 
ing that complex group of clinical phenomena 
labeled allergic. The unknowns in syphilis are 
of more than academic interest. Answers to the 
questions raised by this extraordinary disease 
would throw new light on many of the puzzles 
now confronting us in the production of humoral 
antibodies, the mechanisms underlying cellular 
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immunity, and the sensitization of tissues to a 


specific antigen. The T. pallidum is capable of 


stimulating the formation of at least several 
humoral antibodies, but these demonstrable 
antibodies do not alone explain the increased 
resistance to infection that develops during a 
prolonged syphilis infection. 

Our ignorance of the immunologic mech- 
anisms in syphilis accounts largely for the dis- 
concerting differences of opinion still current 
in the literature and teaching of syphilis. Old 
theories and beliefs die hard when we have 
nothing definite to put in their place. However, 
the introduction of rapid treatment has replaced 
some older beliefs with more definite knowledge. 
Not much more than a decade ago it was gen- 
erally believed that reinfection following treat- 
ment of syphilis was exceedingly rare, if it oc- 
curred at all. We now know that reinfection 
following curative treatment of early syphilis 
can and does occur, but that it is probably un- 
common following treatment of late cases. These 
facts have been verified by experiments in New 
York’s Sing Sing Prison, where volunteers pre- 
viously treated for early and late syphilis were 
inoculated with virulent T. pallida. 

The increased resistance to reinfection noted 
in the late stage is only one of numerous differ- 
ences between early and late stages. In fact, the 
two stages comprise almost two distinct diseases. 
The initial reaction of body tissues to the T. 
pallidum observed in primary and_ secondary 
lesions is different from the reaction in the late 
stage. Early lesions contain the T.pallidum in 
large numbers but the lesions, as a rule, are 
nondestructive and are always self-limited with- 
in days or at most months. Relapses of early, 
infectious lesions may occur during the uncured 
early stage, but when the infection has pro- 
duced the immunologic status of the late stage, 
the infected individual usually has become per- 
manently refractory to the development of early 
lesions. Thus, if reinfection occurs following 
cure of late syphilis, it is not associated with 
darkfield positive early lesions. Exceptions to 
this rule, as with most immunologic rules, have 
heen noted, but are exceedingly rare, Reinfec- 
tion or relapse following treatment of late syph- 
ilis is manifested chiefly by marked, sus- 
tained increases in serologic titers but in clinical 


practice, such increases must always be con- 
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firmed by repeated tests over several months un- 
less there is evidence of clinical progression of 
the disease. 

Following successful treatment of early syph- 
ilis, the serologic tests tend to become negative 
within one year, but in a large series of patients 
followed up when I was at Bellevue Hospital in 
New York City, some 20 per cent of patients 
treated for secondary syphilis were still sero- 
positive in low titers more than one year after 
treatment. Re-treatment, in the absence of sero- 
logie relapse, had no effect in hastening sero- 
negativity in these patients. 

From our data at Bellevue Hospital as well 
as from reports in the world literature, it is 
probable that the great majority of untreated 
patients develop the immunologic status of late 
syphilis within two years after infection. Some 
may delay longer and others may enter the late 
immunologic status in much less time. In fact, 
many do so within one year. One of the differ- 
ences between early and late stages is the pro- 
longed persistence of positive serologic tests for 
syphilis following treatment of the late stage, 
and, in my experience, prolonged seropositivity 
following treatment is common in patients who 
have had untreated syphilis for only one year. 

But, regardless of the duration of the early 
stage, treatment should never be continued for 
the sole purpose of obtaining negative serologic 
tests. The purpose of treating syphilis is to 
prevent late symptoms and to arrest the infec- 
tion in those with symptoms. With respect to 
the latter, please note that I said, arrest the 
infection, not reverse the symptoms. Cure of 
symptoms is impossible when _ irreversible 
changes have occurred in important systems, 
and late syphilitic lesions, unlike early lesions, 
are chronic and destructive, always healing with 
sear tissue. 

The demonstrable lesions of late syphilis are 
of two general kinds, (1) chronic diffuse in- 
flammations or degenerations that start chiefly 
in the central nervous system or aorta early in 
the late stage or not at all, and (2) gummatous 
reactions that may appear at any time in the 
late stage. We know that syphilities who have 
a normal spinal fluid examination from two to 
four years after infection will not subsequently 
develop neurosyphilis. The diagnosis of neuro- 
syphilis can be made at any time by spinal fluid 


examination, but clinical signs and symptoms 
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of late neurosyphilis, with the possible exception 
of pupillary changes, rarely are apparent before 
eight to 20 years after infection. Unfortunately, 
for cardiovascular syphilis we have no_ tests 
similar to the spinal fluid tests in neurosyphilis. 
Microscopie evidence of aortitis has been found 
at autopsy in patients who have had syphilis 
for only a few years, but the diagnosis of cardio- 
vascular syphilis either by clinical signs and 
symptoms or by X-ray seldom is made in less 
than 10 years after infection and oftentimes 
much longer. 

Gummatous reactions, as defined here, are 
an explosive reaction of sensitized tissues to the 
T. pallidum that may occur at any time during 
the late stage, even 30 or 40 years after infection. 
They are now observed much less frequently 
than in previous years. However, in the Sing 
Sing Prison experiment, two of the volunteers 
previously well treated for late syphilis [the 
last treatment having been received several years 
prior to the experiment] developed typical dark- 
field negative gummas at the site of inoculation 
with virulent organisms. Thus, the particular 
type of tissue sensitivity demonstrated by gum- 
mas apparently lasts indefinitely. 

One of the striking features of all late lesions, 
with the exception of the meningoencephalitis 
causing general paresis, is the paucity of demon- 
strable I. pallida that can be found in the 
lesions. By what mechanism the body keeps 
demonstrable organisms in such small numbers 
without eliminating the infection is unknown. 
Nor do we have an explanation of why the T. 
pallidum multiplies freely in demonstrable 
forms in general paresis, producing a diffuse 
granulomatous inflammation within the cere- 
bral cortex, while in tabes dorsalis we find 
degenerative changes in the posterior columns 
of the spinal cord and no demonstrable Tre- 
ponema. Numerous other pzzling questions 
about syphilis might be stres: but the prob- 
lem of interpreting serologic tests for syphilis 
probably is of greatest interest to practicing 
physicians. 

The serologic tests now in common use are 
made with lipid antigens obtained from beef 
hearts. They demonstrate a presumed antibody 
known as reagin. As is well known, this anti- 
hody is not absolutely specific for syphilis. In 
my judgment, the unreliability of these tests 
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has been exaggerated in recent years, but bio- 
logic false positive reactions are found fre- 
quently enough to present a real problem. 
Proof of their occurrence is established by the 
introduction of highly specific tests for syphilis 
of which the treponemal immobilizing antibody 
(TPIT) test was the first to be used, and which 
still is regarded as the most reliable. The TP 
test requires motile 'T. pallida, which must be 
obtained from the testes of a rabbit. The test 
is both time consuming and costly. Therefore, 
it is available for only a limited number of 
cases where the diagnosis of syphilis is in doubt. 

Data obtained from’ various sources show that 
from 40 to 50 per cent of patients with positive 
tests for reagin and negative histories for syph- 
ilis have had negative TPI tests. This high 
percentage of biologic false positive reactions 
with tests now in common use is due to the 
selection of patients, all of whom gave histories 
questioning the possibility of syphilis. One of 
the important bits of information obtained by 
the reported data on the TPI test is that even 
so-called experts in syphilis have only about a 
50-50 chance of making a correct diagnosis of 
the presence or absence of syphilis in a patient 
who denies infection but who has positive tests 
for reagin. Thus, in the absence of a TPI or 
other specifie test, the physician might just 
as well toss a coin in deciding whether or not a 
patient with positive tests for reagin and a neg- 
ative history has syphilis. In my experience with 
TPI tests on 100 untreated patients in the low 
income group who had positive tests for reagin 
in low titers, only 11 per cent had negative TPI 
tests. This percentage is too high for comfort. 
But, in the circumstances, if a patient has per- 
sistently positive reagin tests for several months 
and denies the possibility of syphilis, I prefer to 
treat for possible syphilis rather than to guess 
that the patient has a biologic false positive test. 
It is only fair to the patient in ‘such cases to 
explain that the diagnosis is uncertain, but that 
treatment is now simple and preferable to living 
in doubt as to whether or not syphilis is present. 
This is unsatisfactory to both patient and physi- 
cian but seems unavoidable unless specific tests 
are available. Efforts should be made to get a 
specific test in doubtful cases if that is possible. 

Among patients followed up after treatment 
of late syphilis at Bellevue Hospital, a few with 
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known syphilis had persistently high titers of 
their standard serologic tests. Re-treatment 
failed to have any effect on the titers and over 
years of follow-up, at times the titers rose to 


significantly higher levels only to fall weeks or 
several months later to lower levels. ‘The marked 
fluctuations in titers in these cases were due 
probably to causes other than syphilis—in 
other words, they were biologically false positive 
increases. I mention these cases because re- 
treatment for syphilis can be of no benefit in 
patients who are subject to increased reagin 
because of other causes than syphilis. Therefore, 
this possibility must be kept in mind when pa- 
tients are found to have marked fluctuations in 
persistently high titers of standard serologic 
tests. In such cases, it would be of great help 
to have more specific tests than those now in 
common use. 

But there is no prospect that the TPI test 
will become available in the future for more 
than a relatively few carefully selected cases. 
Fortunately, however, recent information sug- 
gests that a highly specific antigen for syphilis 
can be obtained from the Reiter strain of Tre- 
ponema, which was originally obtained from 
spinal fluid and grown on culture media. 
It proved to be avirulent after culture and early 
attempts to obtain a specific antigen for syphilis 
from the cultured organisms were unsuccessful. 
Recently, however, a protein antigen from 
Reiter organisms has been made which can be 
used in either complement fixation or floccula- 
tion tests. These tests in the hands of some 
serologists have checked remarkably well with 
TPI tests. If this work is confirmed and the 
Reiter strain antigen holds up after extensive 
trials, it will replace the present lipid antigens 
for routine use. 

As previously mentioned, the T. pallidum 
appears to give rise to several different humoral 
antibodies that are more specific for syphilis 
than is reagin. But, surprisingly, none of the 
specific humoral antibodies seems to be highly 
protective. Patients with general paresis have 
been found to have very high TPI test titers. 
In the Sing Sing Prison experiment the patient 
who had the highest TPI titer at the time of 
inoculation developed a dark field positive 
chancre at the site of inoculation, but this may 
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have been an exceptional case. It seems prob- 
able that humoral antibodies in syphilis play 
some role in the increased resistance to infection 
that is known to occur in many patients, but 
it appears that we must look to something in 
the nature of cellular immunity, if we are to 
explain this acquired resistance. Progress in our 
understanding of syphilis has been slow, but it 
is still underway and further advances can be 
expected, especially from serologists, and other 
laboratory workers. 

From a practical standpoint, the greatest ad- 
vance in syphilis has been its therapy. The 'T. 
pallidum is extraordinarily sensitive to penicil- 
lin. As little as 2,400,000 units of benzathine 
penicillin G in a single treatment has proved 
highly successful in the treatment of primary 
and secondary syphilis, and there is little reason 
to believe that higher dosages are necessary for 
early or late latent syphilis. Whether or not 
benzathine penicillin provides sufficiently high 
blood concentrations of penicillin for sympto- 
matic late cases is open to question, but there 
are abundant data to show that, with few ex- 
ceptions, from 6 to 9 million units of procaine 
penicillin in oil and aluminum monostearate 
have arrested active neurosyphilis. In penicillin 
sensitive cases, other antibiotics than penicillin 
can be used. Erythromycin® or Magnamycin® 
seems to be the most effective. Either can be 
given orally in divided doses of 2 to 3 gm. daily 
for 10 to 15 days and Erythromycin can be 
given intramuscularly in doses of 50 gm. twice 
a day or in a single injection of 100 gm. daily. 
Data on the use of Erythromycin and Magna- 
mycin for syphilis are scant, but apparently 
these antibiotics are more effective than the 
tetracyclines. I lack the time to discuss the de- 
tails of therapy, but they can be obtained from 
the literature or from health departments. 

The point I wish to make here is that we 
need more than good treatment in the manage- 
ment of syphilis. Before the disease is treated, 
need for treatment must be determined. The 
diagnosis is missed in some cases because blood 
is not taken for serologic tests. In cases where 
positive tests for syphilis have been obtained, 
a good history is essential. This requires knowl- 
edge of previous possible genital sores or rashes, 
previous serologic tests, and previous treatment 
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in the patient and family, especially the spouse 
and parents. 

In questioning poorly educated patients, per- 
severance and ingenuity are necessary. The word 
syphilis should be avoided. One must ask about 
genital sores, rashes, and previous needle treat- 
ments; and distinguish between needles used to 
withdraw blood and to give “hip shots.” At 
best, many histories may be inaccurate but a 
surprising amount of useful information can be 
obtained, if the physician adapts himself to 
the patient. As a consultant in syphilis, I have 
found that failure to elicit histories that are 
available when the patient is properly ques- 
tioned, accounts for much of the indecision and 
error in determining the need for treatment. 

If syphilis is to be controlled, all cases must 
be reported. Outside of large cities, public clinics 
for syphilis are no longer economically justi- 
fiable and responsibility for diagnosis and 
treatment falls increasingly on physicians in 
their office practice. Many states provide fees 
to physicians for diagnosing and treating syph- 
ilis when the patient is unable or unwilling 
to pay. But many patients are willing to pay 
fees and these cases are not always reported. If 
we are to know the extent of our problem, all 
cases should be reported, if not by name, at 
least by initials with the age, sex, and marital 
status of the patient included. 

In cases of early, infectious syphilis, every 
patient should be interviewed for contacts and 
the contacts must be brought to examination. 
This is primarily the responsibility of public 
health, but it cannot be met without the co- 
operation of private. physicians. The value of 
contact tracing has been proved for years. In 
upstate New York in 1956, 21 per cent of all 
reported primary and secondary syphilis was 
the direct result of interviewing patients for 
contacts. This could not have been achieved 
apart from the co-operation of private physi- 
cians. 

The increased participation of some private 
physicians in syphilis control is a fine thing, 
but I am much concerned over the indifference 
to syphilis of medicine in general. It seems to 
me that syphilis is accepted by medicine as, 
at best, a stepchild ‘that is consciously or uncon- 
sciously neglected. It is not unusual to find pa- 
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tients with secondary syphilis who attended 
hospital clinics or who were actually in hospital 
wards for as long as two weeks before the cor- 
rect diagnosis was made. It also frequently hap- 
pens that patients hospitalized for some illness 
other than syphilis are discharged without rou- 
tine serologic test for syphilis recorded on the 
chart by a nurse or clerk. Conversely, if no 
diagnosis of symptoms can be made and a pa- 
tient is found to have a positive test for syphilis, 
further search for the cause of symptoms is 
abandoned and the patient is treated for syph- 
ilis, regardless of previous therapy. I have 
known patients to be treated for syphilis re- 
peatedly in a vain effort to allay symptoms that 
were eventually found to be due to some other 
cause. Other patients are treated repeatedly for 
syphilis in the hope of reversing symptoms 
caused by irreversible changes in the cardiovas- 
cular or central nervous systems, and some pa- 
tients are treated merely because they still have 
positive serologic tests. Ignorance of syphilis 
does not imply poor knowledge of medicine in 
the minds of many of our recent graduates from 
medical schools. I have known interns who were 
well informed about relatively rare diseases, 
such as retrolental fibroplasia, histoplasmosis, 
and even some tropical diseases; yet they were 
unashamed to say that they know almost nothing 
about syphilis. Even physicians going into 
public health today have had little or no in- 
struction in syphilis. 

I don’t know how many medical schools now 
make any effort to teach the fundamentals of 
the diagnosis and treatment of syphilis. I do 
know that what is taught in the various medical 
schools varies greatly and there is no uniformity 
in the contents of the instruction. Granted that 
syphilis cases suitable for teaching purposes are 
now unavailable in most medical schools and 
that clinical material is superior to didactic lec- 
tures in medical instruction, lectures are better 
than nothing. Elementary facts about syphilis 
could be taught in two or three carefully pre- 
pared lectures and there should be some uni- 
formity in what is taught in the various schools. 
It is not enough for cardiologists to teach about 
cardiovascular syphilis and neurologists about 
neurosyphilis, This means very little when 
students have no basic knowledge of the disease 
as a whole. No physician is now likely to special- 
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ize in venereal diseases and I would not suggest 
that anyone should, but syphilis still has to be 
diagnosed and treated. The refinements of diag- 
nosis are no longer as important as in the days 
of prolonged metal therapy, but the basic infor- 
mation obtained by well controlled studies since 
the advent of penicillin should be known to all 
physicians. 

In my opinion, organized medicine should in- 


Only three are left 

The two-year medical school program has 
existed as a neglected child for several decades, 
but it can fill a large and important role in the 
immediate future. There are only a few remain- 
ing areas where the development of new four- 
year schools is possible. On the other hand, there 
are a number of existing four-year schools which 
could handle more students in the last two years 
than in the first two. Herein lies the future of 
the two-year medical school. The theory should 
have a thorough performance run. If successful, 
it could prove that the need is for more, not less, 
two-year schools in close association with colleges 
of liberal arts so located as to provide the clinical 
necessities of the first two years. The present 
problems in the medical field and the factors 
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sist that syphilis receive more recognition in our 
medical schools, Perhaps this matter could be 
brought to the attention of the deans of the 
schools at their annual meeting. | am not sug- 
gesting that undue time be devoted to syphilis, 
but that elementary facts be taught and_ that 
some order be brought into the present hap- 


hazard and chaotic instruction. 


that have given rise to them are new. The search 
for a solution will require a new rather than an 
old and traditional look. Guest Editorial. John 
P. Bowler, M.D. The Two-year Medical School 
— Its Role in the Doctor Production Problem. 
J. Maine M.A. Nov. 1957. 
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I have seen boys on my baseball team go into 
slumps and never come out of them, and I 
have seen others snap right out and come back 
better than ever. I guess more players lick 
themselves than are ever licked by an opposing 
team. The first thing any man has to know is 
how to handle himself. Training counts. You 
can't win any game unless you are ready to 
win. —— Connie Mack 
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Recruitment 


in Allied Medical Careers 


W. C. BorNEMEIER M.D., Cuicaco 


his changing world, with higher pay and im- 

proved working conditions in industry, trades, 
offices, fishing, forestry, and farming has created 
a gradually lessening desire to enter the field of 
medicine and allied medical careers. In| some 
areas, a lad can work in a shop in the forenoon 
and go to high school in the afternoon, and still 
get a certificate of graduation in four years. 
Consequently, he is not encouraged to enter 
fields like medicine, dentistry, nursing, or bac- 
teriology. High school students are kept alert to 
careers in industry by a well planned program 
that may even provide scholarships for people 
with the desired aptitudes. 

Examining careers in health fields we find that 
only the nursing profession has been promoted 
in the recruitment field. The stimulus for this 
probably originated from pressure in the com- 
munities for nurses to take over the jobs filled 
by volunteers during World War Il. The nurs- 
ing profession and medical profession co-oper- 
ated to spearhead the stimulus to get more girls 
to enter the nursing profession, 

Some years ago, nursing organizations, then 
active in encouraging girls to enter nursing, 
directed efforts to raising the standards of the 
profession, This might, be a very laudable added 
endeavor, but in many areas the total effort was 
placed on encouraging longer periods of train- 
ing and the obtaining of additional degrees, 

Advanced degrees, of course, are good for the 
group that expects to teach, but for those who 
give nursing care and supervise this care, the 
:chools of nursing as we have known them across 
the country have provided excellent training. 
However, the trend toward longer courses dis- 
couraged rather than encouraged girls to enter 
the field. As a result, more schools of nursing 
were closed than were opened. The problem, in- 
stead of being solved, became more acute. 


Chairman — Advisory Committee to the Woman’s Auxiliary. 
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Within the medical profession, it was the 
Woman’s Auxiliary that eventually took over 
the project of pointing up careers in nursing. 
This was done by sponsoring “Future Nurses 
Clubs” in high schools, by providing information, 
field trips, and even scholarships for these future 
girls in white. 

Such a program was a natural development. 
The wives of many physicians are nurses, and 
they realize that the nurse and physician must 
work together to bring recovery and repair where 
disease or accident has caused discomfort and 
despair. 

The Woman’s Auxiliary has gradually real- 
ized that other careers besides nursing need to 
be promoted. Competition in the recruitment 
field is making it necessary to encourage young 
people to become laboratory technicians and 
rcientists, dietitians, medical stenographers, and 
artists, as well as physicians, dentists, veter- 
inarians, sanitarians, physiologists, and bacteri- 
ologists. There is no more capable organization 
than the Woman’s Auxiliary to launch this great 
movement in Allied Medical Careers Recruit- 
ment. In many areas the endeavor is already on 
its way. In others, the surface hasn’t been 
rcratched. 

Other organizations besides physicians and 
their wives also have realized the need for health 
careers recruitment. The Woman's Auxiliary 
will soon find that many allied and related pro- 
fessions will want to help in this endeavor. 
Techniques for accepting this help and giving 
due credit for it will to be worked out. Federal 
and state groups known as Health Councils are 
becoming active in the field. The National 
Health Council recently (September 1957) ap- 
pointed a committee to promote recruitment in 
health. The State Health Council has a very 
active and excellent committee. The Councils 
are anxious to help wherever and whenever they 
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can, but it would seen to be very impractical for 
them to supply a group of well informed, well 
organized leaders in the community to actually 
sponsor these clubs. The function of the Health 
Councils could be to supply material for dis- 
play projects and awards and make available 
the help necessary when the local group is un- 
able to provide the desired aid. It might be that 
the State Health Council could be of assistance 
where a local high school might not be enthu- 
siatic about formation of an Allied Medical 
Careers Recruitment endeavor, ‘Throughout this 
entire project, the Woman’s Auxiliary would 
have an opportunity to demonstrate that they 
can co-operate with every interested profession 
and agency and still remain unencumbered by 
alliances that would embarass their position as 
Auxiliary to the Medical Society. 

Most high schools have a club program that 
could include a careers group. In schools with- 
out a club one might be organized outside of the 
school. Many physicians are members of Boards 
of Education, they could do added service to the 
community by helping to provide an area where 
young people would be given help in deciding 
their future. 

All of the foregoing is background. The facts 
concerning the operation of the program in Illi- 
nois are: (1) The Woman’s Auxiliary to the 
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Illinois State Medical Society has an Allied 
Medical Careers Recruitment program. (2) A 
brochure is available, giving instruction in de- 
tail covering the formation and operation of a 
club. (3) An award pin is available at a cost 
of $1.00 each to be given by the club sponsor, 
the county auxiliary, to students who achieve 
the desired preformance levels in each local 
club. (4) The Council of the Illinois State Medi- 
cal Society, composed of elected representatives 
from all regions of the state, has endorsed this 
program and has authorized generous financial 
support to initiate the program. (5) Requests 
for additional information should be addressed 
to the Woman’s Auxiliary to the Illinois State 
Medical Society, 185 North Wabash, Chicago 1, 
Illinois. Mrs. Nicholas Chester of Cook County 
is the president, Mrs. Fred Endres of Peoria 
County is the president-elect. Either can give 
information on procedure. 

This program could be one of the greatest 
forces for good public relations ever undertaken 
by the physicians of Illinois. Besides helping to 
prepare young people for all of the jobs open in 
the health field, it would eventually alert every 
citizen of Illinois to the fact that physicians and 
their wives are intensely interested, with no 
thought of remuneration, in the health and wel- 
fare of the community. 
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FREDERICK STENN, M.D., CHIcaco 


T respass is a legal term applied to the per- 
formance of a surgical procedure done con- 
irary to law without consent of the patient or of 
nearest relative. In an instance of a life threat- 
ening surgical emergency—such as a ruptured 
viscus or eroded artery, where the patient re- 
fuses surgical intervention and where death 
as a result of failure to perform surgery is in- 
evitable—the courts may be obliged to re-inter- 
pret the law. Most doctors at some time in their 
practice have encountered cases of this type 
which have caused them no end of remorse and 
frustration. The patient herein described died 
unnecessarily. 

Paul H. A Lithuanian immigrant, aged 68, 
was admitted to Englewood Hospital for study 
on June 10, 1957 with a history of loss of 40 
pounds weight in one year, increasing weakness 
for one year, continuous epigastric pain for six 
weeks, and vomiting occurring one and a half 
hours after each meal. He had had a hemorrhoid- 
ectomy six weeks previously. He had been em- 
ployed for years as a porter for a construction 
company from which he retired three years ago. 
His wife died six years before and he lived con- 
tentedly with a couple in a flat in the Stock 
Yards area. His insurance policy amounted to 
$800, but he had a sizable bank account. His 
nearest of kin was an unfriendly, fractious sister. 
A nephew was entrusted to conduct his business 
affairs. 

His temperature was 98°, pulse 80, regular 
weight 155 pounds. Respiration 20; blood pres- 
sure 140/80; pupils small, reacting poorly to 
light. He had a bad odor to his breath due to car- 
ious, eroded and tobacco-stained teeth, the tongue 
was coated with a yellow white fur, the lungs 
hyper-resonant, the heart tones soft. A mass in 
the liver was palpable, 4 em. below the costal 
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Is Trespass Indicated 
in a Life Threatening 


Surgical Emergency ? 


margin on both sides. The abdomen was soft. 
The anal rings had no muscular tone. The rec- 
tum was empty. He talked freely and coherently 
and was in no immediate distress. 

The laboratory data were: hematocrit 26%, 
hb 54.7, 8.5 gms. WBC 6,650. The red cells 
showed poikileytosis and anisocytosis. Urine 
negative for albumin and sugar. Electrocardio- 
gram revealed sinus rhythm. Blood sugar 126. 
Blood urea nitrogen 28. Serum prothrombin 
50%. X-rays of the lungs: emphysema. Scout 
film of the abdomen negative. 

Course: On June 11, he was given one ounce 
of castor oil at 1 p.m., one quart of tap water 
enema at 7 p.m., and one quart tap water enema 
at 6 am. of June 12th. The _protoscopic 
examination done in the knee chest position 
at 7% am. showed a normal rectum. He 
drank and ate well that day and was com- 
fortable. At 10 a.m. on June 13, during the 
course of the barium enema, the roentgenologist, 
Dr. J. Kolis observed the barium to pass through 
a perforation in the sigmoid colon into the right 
side of the abdomen. At 10:30 a.m. the patient 
complained of pain and distress throughout the 
abdomen and went into a state of shock, the 
pulse at the wrist having disappeared. The ab- 
domen was slightly distended and rigid, and 
bowel sounds were absent. The tentative diag- 
nosis was acute peritonitis, perforation of sig- 
moid colon, and carcinoma of the stomach. 

The patient’s sister and nephew and _ the 
patient himself were all hurriedly informed of 
the necessity of immediate laparotomy. Despite 
repeated entreaty by Dr. Charles Hausman, the 
surgeon, and myself, the family including the 
patient refused surgical intervention stating 
that six years previously a relative under similar 
circumstances was operated on and died. We 
told the family that death was inevitable from 


113 











generalized peritonitis within 3 to 4 days. The 
sister was unmoved. I sought council from the 
legal department of the American Medical Asso- 
ciation asking whether surgical intervention 
without authorization from the patient or the 
patient’s family could be done in this grave situ- 
ation. One lawyer told me I had a right on the 
basis of medical ethics to intercede despite the 
wishes of the family and the patient, but a 
second lawyer expressed the illegality of such a 
procedure. 

At 3 p.m. the blood pressure was 80/60, no 
pulse at the wrist, the abdomen tense and silent, 
the patient looking blankly at the ceiling and 
saying nothing. In the next two days he was 
given 3 grams of Achromycin®, six liters of dex- 
trose saline solution IT. V., and 3,000 ce. blood. 
By June 15th the temperature rose to 103°. the 
pulse reappeared and disappeared, the blood 
pressure now at 94/60, the abdomen still tense 
and silent. That afternoon in his delirium he 
rolled out of bed with blood running in the vein 
of the right arm and saline solution in the other 
arm and fell upon the floor without doing him- 
self injury. At 5:30 a.m., June 16, 1957 he 
died quietly. The reluctant sister gave at death 
what we most wished during life—permission 
for an abdominal incision. 

The postmortem examination done by Dr. 
George T. Rich at 2 p. m., on June 16, 1957, 
disclosed a large irregular defect on the anti- 
mesenteric portion of the sigmoid colon. This 
area of the colon was black, soft, and friable. 
The colon was filled with seybalous fecal masses 
completely filling the lumen, The meso-colon in 
the area involved showed granulating connective 
tissue and organizing clots and fibrin masses in 
the arteries and veins. The peritoneal cavity 
showed a grey-white purulent exudate with in- 
jection of the intestines. Massive emboli oc- 
cluded both pulmonary arteries. The lungs re- 
vealed advanced edema, congestion, and infare- 
tion. The adrenals showed atrophy; the liver, 
hepatitis; the heart, hypertrophy; the gall 
bladder, stones; and the kidneys, advanced ar- 
teriolar nephrosclerosis. 

The courts vary in their opinion on what con- 
stitutes a trespass. The following selections from 
the literature reveal present day thinking: 

J. Garrison stated “No amount of professional 
skill can justify the substitution of the will of 
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the surgeon for that of his patient.” (Bennon 
V. Parsonnet (1912) N. J. L. R. 20 at 26). 

In Yule Vs. Parmley and Parmley (1945) 
S. G. R. 635, the court announced: “The con- 
clusion appears unavoidable that both of the 
parties hereto, particularly in the operating 
room, failed to recognize the right of a patient 
when consulting a professional man in the prac- 
tice of his profession to have an examination, 
diagnosis, advice, and consultation and_ that 
thereafter it is for the patient to determine what 
if any operation or treatment shall be proceeded 
with.” 

T. L. Fisher wrote: “A person’s person is 
his own: a doctor may do to a person only what 
that person wants done. To do more is to commit 
trespass.” Asked his opinion regarding this case 
Fisher answered in a personal communication: 
(June 28, 1957) “The laws here (Canada) and 
the laws in the United States differ enough that 
[ cannot answer your question for you. Here we 
act on the assumption that nothing may be done 
to a patient without that patient’s permission 
or the permission of the responsible next of kin 
except in emergency situations where such per- 
mission cannot be obtained or where the delay 
necessary to obtain it might result in harm to 
the patient.” 

Woodward said: “When an immediate opera- 
tion is imperative and when the patient’s men- 
tal state—because of his ordinary mental compe- 
tence or because of acute injury or disease—is 
such that he cannot rationally consent to a pro- 
posed operation and when such delay as would 
be necessarily incident to obtaining the consent 
of the parent or guardian involves serious risk 
to the patient, an operation may be performed 
on the basis of the legal theory of implied con- 
sent. The law implied in any such case that the 
patient if competent would consent to whatever 
may be within his own interests. When a surgeon 
operates under such circumstances however, he 
should be prepared to show if the issue is raised 
in the course of litigation; 1) that an immedi- 
ate operation was necessary: 2) that a lawful 
express consent could not be obtained from the 
patient or from any person authorized to act for 
him, without endangering the health or life of 
the patient, and, 3) that the operation per- 
formed was only such as was necessary for the 


patient’s welfare.” 
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A significant case however, came before the 
Supreme Court of Iowa on June 20, 1931., 
(Jackovach, Vs. Yocum (lowa) 237 N.W. 444.) 
This case proved that convent may not be essen- 
tial in an emergency. On March 21, 1929, the 
plaintiff, Albert Jackovach, brought suit in the 
district Court of Lucas County, Iowa, asking 
$15,000 damages. 

On March 10, 1929, Jackovach, aged 17, liv- 
ing in the mining town of Williamson, Lucas 
County, Iowa, boarded a freight train at Wil- 
liamson and rode 8 to 10 miles to Chariton, in 
company with another young man of the same 
age. Both boys jumped from the train as it sped 
at 15 to 35 miles per hour through Chariton. 
Jackovach was dragged and rolled some 50 to 
80 feet and was given immediate care by Dr. Yoe- 
um, who found the boy to have a compound com- 
minuted fracture of the elbow joint with 2 to 3 
inch-wide profusely bleeding laceration of the 
scalp. Under sutured the 
scalp and after consultation with other doctors, 
amputated the fractured arm. The plaintiff con- 
tended that the amputation was done without 
express consent of the plaintiff or his parents. 
Neither the father nor the mother of the patient 
could be located for consent of the operation. 
The experts agreed that surgery was essential to 


anesthesia, Yocum 


save the patient’s life. 

The opinion of the court was: “While the 
courts are not entirely in harmony upon the 
question of consent to an operation, we think 
the better reasoning supports the proposition 
that, if a surgeon is confronted with an emer- 
gency which endangers the life and health of 
the patient, it is his duty to do that which the 
occasion demands within the usual and custom- 
ary practice amongst physicians and surgeons in 
localities without the con- 
sent of the patient. If the surgeon confronted 
by an emergency ix not to be permitted after 
having fairly and carefully examined the situa- 


the same or similar 


tion to exercise his professional judgment in his 
honest endeavor to save human life, then the 
public at large must suffer. If the surgeon is not 
to be permitted to honestly use his best judg- 
ment upon the necessity of an operation, with- 
out waiting to get consent of either the patient 
or his parents, then is the skilled hand of the 
expert stayed by an unreasonable rule, often to 
the detriment of the patient and humanity at 


large.” 


for March, 1958 


A similar interpretation of the law was given 
in the following instances. 

Pratt VS Davis (224 Ill. 309 7 L. R. A. (CN, 
S.) 609, 8 ANN Cas 197, 79 NE 565) ‘In such 
an event may (the surgeon) lawfully, and it is 
his duty to perform such operation as good 
surgery demands without such consent.” 

DuBois VS Decker (130 N. Y. 325, 29 N.E. 
313, 14 L. R. A. 429, 27 Am St. Rep. 529) 
“Physicians in the nature of things are sought 
for and must act in emergencies and, if a sur- 
geon waits too long before undertaking a neces- 
sary amputation he must be held to have known 
the consequences of such delay, and may be well 
liable for such damage.” 

Snearly VS McCarthy, 180 Iowa, 81 161 N.W. 
108, 110) “As a general rule it may be safely 
affirmed that in matters requiring special skill 
and training it is not permissible for laymen as 
nonexperts to set up any artificial standards as 
to methods of treatment. This is especially true 
in surgery; for in that field neither courts nor 
juries are presumed to know more regarding 
methods of treatment than ordinary laymen and 
that is practically nothing.” 

In 1953 a child was born with erythroblas- 
fetalis with a anemia which the 
three testifving physicians stated would lead to 
death or permanent impairment unless blood 
transfusions were given immediately. The par- 
ents, Jehovah’s Witnesses, refused on religious 
grounds. The parents who refused blood trans- 


tosis severe 


fusion were found guilty of neglect and of fail- 
ure to carry out their duties as parents. The Su- 
preme Court of Illinois permitted the blood 
transfusion, 

Delahunt VS Finton (Michigan) 221 N.W. 
168: A physician passed a filiform bougie into 
the urinary bladder, where the instrument be- 
came looped thereby necessitating an operation 
without the patient’s consent. The doctor saw 
the entangled bougie as a source of danger and 


so operated. The judgment was given for the 


physician. The plaintiff appealing to the Su- 
preme Court of Michigan was told that a sur- 


geon may lawfully perform an operation in case 
of emergency without consent of the patient. 
Louis J. Regan, stated: “In an emergency 
which demands immediate action for the preser- 
vation of life or health of a patient and in which 


it is not practical to obtain his consent or the 
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consent of anyone authorized to speak for him 
it is the duty of the attending physician to per- 
form without consent such operation as good 
surgical practice demands.” 

In the circumstances presented by our case the 
surgeon is most loathe to do what he knows is 
best for the patient when the law strictly forbids 
intervention without consent. But the soundness 
of the law must be questioned. What special 
knowledge does the patient or his relative have 
of the grave problem before him? How can su- 
perstitious feelings of relatives compare in im- 
portance to the facts known by the doctor ? What 
right can there be to protect the interests of a 
family that is concerned with collecting the pa- 
tient’s insurance or by hurrying the day when 
the bank account will fall into the hands of the 
greedy relatives? If a man is lying in the street 
with a severed artery and bleeding to death and 
his by-standing relatives urge the physician to 
let him alone, shall the physician heed this re- 
quest? The patient, the patient’s family and the 
physician too are all guilty of murder through 
neglect. The problem is the same whether it be 
an apparent, external hemorrhage or a ruptured 
viscus hidden from the eye by a layer of skin, 
muscles, and peritoneum. 


The first cesarean 

In the first century, Plutarch, the great Greek 
biographer and moralist, said, “So very difficult 
a matter it is to trace and find out the truth of 
anything by history.” This statement by the 
ancient writer is especially pertinent to any at- 
tempt to determine to which American physician 
belongs the credit of performing the first 
cesarean section. Of ten authorities consulted, 
six accord the honor to Jesse Bennett of Edom, 
Virginia, while four support John Lambert 
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Society does not permit suicide in the positive 
sense by use of agents and means that destroy 
life. Society, too, must not permit suicide in the 
negative sense through neglect of the patient to 
consent to have done what is best for him in an 
emergency, and society must not condone homi- 
cide achieved through failure of the nearest of 
kin to co-operate with the physician. 

Who determines in an emergency state the 
conduct of the physician? The patient? The pa- 
tient’s family? By no means! The physician 
himself is duty bound to promote and to prolong 
the patient’s life. All other entanglements, fi- 
nancial, legal, domestic must be pushed to the 
background. 

The law respecting surgical intervention in 
emergency life threatening situations, where au- 
thorization is refused, must be re-written. A test 
case must be evoked; and the law re-written 
with a clarity that leaves no room for dispute. 

My immediate suggestion is the creation by 
the American Medical Association of a court 
of physicians whose opinion can be sought with 
the least delay, and whose opinion will be re- 
spected by the law. 

6400 S. Kedzie Ave. 


Richmond, of Newton, Ohio. From various 
sources we learn that Bennett, a country practi- 
tioner, was forced to operate upon his own wife. 
The consultant had tried forceps and had failed. 
Of the two choices, craniotomy or section, Mrs. 
Bennett chose the latter. The successful opera- 
tion was performed on January 14, 1794; but 
it was not recorded for many years. John E. 
Savage, M.D. An Account of the Early History 
of Cesarean Section in the United States. J. 
Louisiana M, Soc. July, 1957. 
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A tpers cytologic method has received consider- 
able approval as a tool for early detection of 
cervical cancer. Its usefulness has been demon- 
strated in the field of mass population screening 
and is especially evident in the asymptomatic 
patient whose genitalia are visually and palpably 
normal. However, opinions concerning its value 
in routine practice vary from strong approval 
to tolerant indifference. 

Our cytology program was begun in Septem- 
ber 1949 under the direction of the Department 
of Pathology and we have been provided with 
unlimited access to the method. Each new pa- 
tient, regardless of complaint, is studied and 
additional smears are taken as frequently as de- 
sired. Two smears are prepared, one from the 
vaginal pool and the other from cervical mucus. 
We use a cotton applicator to obtain the ma- 
terial. We have not used the endometrial aspira- 
tion technique and are not hunting for endo- 
metrial cancer primarily. On the other hand, on 
a number of occasions, such lesions have been 
discovered by the two smears mentioned above. 
Our clinic population is similar to any group 
of gynecologic patients, except that we seldom 
see patients whose primary complaint is cancero- 
phobia. 

Between September 1949 and June 1956 — 
the period covered by this study -— 4,737 pa- 
tients were processed and of this number, 187 
were found to have cervical cancer. Among pa- 
tients with cervical and endometrical cancer, 90 
per cent were suspected on clinical grounds and 
90 per cent were detected by cytologic study. 
However, some of the cases suspected clinically 
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Clinical Aspects of 
Exfoliative Cytology 


were missed cytologically and vice versa, An 
analysis of the respective failures is useful in 
defining the value of the smear technique. 

There were 33 patients, unsuspected on clini- 
cal grounds, who ultimately proved to have can- 
cer after reports of suspicious or positive smears 
led to comprehensive search. Conversely in 36 
patients with carcinoma, subsequently proved by 
biopsy, no anaplastic cells were obtained by 
smear technique. Of these 36 patients, 20 had 
carcinoma of the corporeal endometrium and 
16 carcinoma of the cervix. Twelve of the latter 
were invasive and they represent 6 per cent of 
all carcinomas of the cervix in this series. Ad- 
mittedly, our cytologic methods are not designed 
to discover endomctrial cancer. On the other 
hand, they were invoked in the present series of 
patients for the express purpose of indicating 
the presence of carcinoma of the cervix. 

A review of the records of the 33 patients 
clinically unsuspected of harboring uterine can- 
cer, in whom the smear led to further search and 
proof, showed that 26 presented clews in the 
history or physical findings. Nevertheless, the 
examiner failed to suspect the possibility of 
malignant disease. The first slide (see Table 1) 


Table 1 
SYMPTOMS 
Carcinoma of Cervix 
(unsuspected clinically) 











Patients 
number 
Cervicitis 16 
Bleeding, contact : 7 
Bleeding, menstrual 
Bleeding, intermenstrual 6 
Enlarged cervix (no other disease) 3 
Discharge 3 
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shows the variety and frequency of symptoms 
and findings in this group. 

Most of these patients had two or more symp- 
toms and no patient presented profuse discharge 
as a sole suggestive symptom. It is noted that 
16 of these patients had findings suggesting 
cervicitis and by far the most frequent sign was 
so-called cervical erosion. These women were for 
the most part examined by senior staff members. 
Further inquiry into the lack of clinical suspi- 
cion led to an analysis of these patients accord- 
ing to age as shown in the next slide (see Table 


2). 


Table 2 
AGE 
Carcinoma of Cervix 
(unsuspected clinically) 


Patients 

number 
25 - 29 4 
30 - 34 ¢ 
35 - 39 7 
40 - 45 3 
46, plus 5 


We see that 17 of 25 patients were under age 
10. Three of the patients in the 46 plus group 
had noncervical cancer. It seems, therefore, that 
the greatest barrier to clinical suspicion in this 
group of patients was their relative youth. These 
findings also suggest that the appearance of cervi- 
eal carcinoma, both invasive and in situ, can 
be confused with that of relatively benign dis- 
ease especially if the patient is young enough, Ii 
is disturbing to imagine the outlook in these 
women if they had fallen in the group of cyto- 
logical failures. We wonder whether the exam- 
iner would have invoked four quadrant biopsy 
in these patients as an initial procedure had 
cytologic smear been unavailable. 

Four additional women of the 33 found 
through use of the smear were missed by bi- 
opsy of a visible lesion. Only after the smear 
was found to contain anaplastic cells was defin- 
itive study instituted. Since the carcinoma was 
missed by single biospy of the most likely site, 
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it is obvious that it was elsewhere in the cervix. 
Four quadrant punch biopsies of the squamo- 
columnar area might have found the lesion when 
one did not. As it stands, there was a delay of 
over two weeks while cytologic findings were 
confirmed and treatment begun. This is a sig- 
nificant delay in patients with invasive cervical 
cancer, 

The remaining three patients brought to light 
hy the cytologic method were women whose his- 
tories and physical findings did not suggest the 
presence of carcinoma. The early institution of 
therapy in these patients could have been 
achieved only through the use of this method. 

We may conclude from these data that the 
cytologic method has been of service in our 
clinic. However, it has failed us in 6 per cent of 
our patients. The smear should, therefore, never 
he invoked as the sole cancer screening agent 
for the frankly diseased uterus. It is inadequate 
in definitely establishing the presence or absence 
of malignancy. Four quadrant biopsy will permit 
direct sampling of the squamocolumnar junc- 
tion and is the most practical office method. In 
addition, it is well established that smears may 
contain anaplastic appearing cells when there 
is no cancer. It is consequently mandatory that 
a malignant lesion be identified by tissue tech- 
niques before a decision regarding therapy is 
reached. Cone biospy of the cervix and curette- 
ment of the endocervical canal will allow com- 
plete tissue survey of the cervix. Curettement 
of the corporeal endometrium completes the 
uterine analysis. Carcinomas of the fallopian 
tubes and ovaries may occasionally be reflected 
in the cervicovaginal cytology but only rarely 
will the responsible masses be overlooked on 
pelvic examination. 

The cytologic method stands supreme as a 
screening technique for women without symp- 
toms or findings. It has served to focus attention 
on preinvasive and, therefore, curable cervical 
cancer, It is a useful supplementary method for 
patients with apparent gynecologic disease. How- 
ever, it can cause harm when used to replace 
standard gynecologic techniques. 


>>> 
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Loss of Anterior Chamber 
Following Cataract Surgery 


GeorceE J. Wyman, M.D., PEorRIA 


NIE of the most common complications fol- 

lowing cataract extraction is the failure of 
the anterior chamber to re-form or the loss of 
the re-formed chamber at some time during con- 
valescence. This complication, although often 
dismissed as relatively unimportant, can be dis- 
astrous either through glaucoma secondarily in- 
duced or corneal changes caused by vitreous con- 
tact. In discussion from time to time with other 
men it has seemed to me that the complication 
is treated too lightly but after having seen sey- 
eral eyes lost I am not of that opinion. 

In 1947 Hughes and Owen reported on a 
series of 2,086 cataract extractions. In 66, or 
slightly more than 3% of all cases, there was a 
flat chamber at some time. Of these, 21% were 
flat at the first dressing and in 49% the chamber 
was lost either during removal of cornea scleral 
sutures or the day following. They felt that there 
was direct evidence of filtration of aqueous 
through the incision in all but nine cases. 

Their suggestion was that the sutures should 
not be removed before the 10th day and if the 
patient was unco-operative it was better to wait 
an additional week or two. Treatment of a flat 
chamber recommended by them varied from di- 
rect suture of a gaping wound to a pressure 
dressing in the milder cases. If the anterior 
chamber remained collapsed from seven to 10 
days they injected air by means of an incision 
through the cornea with a Ziegler knife. This 
was done in five cases, all of which were suc- 
cessfully re-formed. In 23 cases with a flat an- 
terior chamber for over seven days, secondary 
glaucoma ensued in 17.4% in contrast to an in- 
cidence of 4.3% in the remainder of the series, 
or over four times the usual incidence. 

Dr. Kronfeld has made an intensive investi- 
gation of this complication and the study which 
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was published in 1954 has probably been read 
by most of you. In 94% of his series, which con- 
sisted of 749 cases, the anterior chamber was 
formed at the first dressing and remained so 
throughout. However, an additional 5% showed 
some shallowness at some time during the heal- 
ing process so that he stated that 11% of the 
series had an absence or near absence of the 
chamber, which is considerably higher than the 
Hughes percentage. Hughes, however, did not 
count a shallowing of the anterior chamber. 
Kronfeld noted a traumatic incidence in 40% 
of the cases. 

Of interest was his observation that a small 
fistula will in time decrease the capacity of the 
eve to manufacture aqueous. In 19 cases in 
which conservative treatment failed to re-form 
the chamber, 17 cases were re-formed eight to 
10 days later when the patient returned for a 
followup visit. In the treatment of this condi- 
tion a gaping wound was treated by repair. If 
it appeared to be due to suture, the offending 
suture was removed. The wound edges were 
cauterized in some cases with success. Use of 
everine or DFP appeared to be of help but in 
only a little over 10%, a figure I would view 
with question. However, surgical restoration 
with air or combined with drainage of subchoroi- 
dal fluid was highly effective. In 32 cases when 
the chamber was absent for nine or more days, 
17 cases or over 50% developed glaucoma and 
four more were borderline, 


COMMENT 

In this series of 216 cases, 16 cases had a flat 
chamber at some time. Two eyes were blind as a 
result of extensive vitreous adhesions to the 
cornea and corneal opacification. Both of these 
cases were cataract extractions done aiter pre- 
vious filtering operations for glaucoma. One 
other case in this series was of similar type but 
with choroidal drainage and air bubble the eye 
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was saved with useful vision. Only one case of 
glaucoma followed loss of anterior chamber in 
this series which is about 6% but the number 
of cases is too small to attach any percentage 
importance. However, in the Kronfeld series, 
where no anterior chamber was present for nine 


or more days, more than 50% developed glau- 
coma, 

The question of trauma is interesting. Dr. 
Kronfeld got a history of traumatic incidence 
in 40%. I have only one ease in which the cham- 
her was lost due to trauma in each eye, done 
apparently six months apart. But 12 of the 16 
cases lost their anterior chamber after the 10th 
day when they were discharged from the hos- 
pital and in all likelihood many of them had 
rome traumatic incidence which they concealed. 

In talking to other men about this complica- 
tion I have heard it expressed that one can wait 
longer before doing anything, if the eye is rela- 
tively white. This is probably true, although it 
has been my observation that upon prompt 
restoration of the anterior chamber, an injected 
eye will immediately become less reddened. The 
use of Diamox® in my hands has been useless, 
despite reports to the contrary in the literature. 
Since a chamber will often re-form spontaneous- 
ly in a day or two I think it is difficult to evalu- 
ate a drug. In the more prolonged cases Diamox 
was tried without success. 

The treatment I have used, so-called conserva- 
tive, is to bandage the eye closed and put the 
patient to bed or relatively quiet. If it is over 
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10 days postoperatively the sutures are removed 
immediately. If the edge of the wound appears 
to be not well coapted, 25% trichloracetic acid 
is applied to the wound. If, after four or five 
days, there is no sign of re-forming, an incision 
is made into the inferior temporal scleral over 
the pars plana, diathermy is lightly applied, and 
the suprachoroidal space is drained following 
which a bubble of air is put into the anterior 
chamber with the A.C. puncture needle manu- 
factured by Grieshaber. No iris prolapse or 
vitreous loss was encountered with this proce- 
dure but it can happen if air is put into the an- 
terior chamber without softening up of the eye 
even in eyes operated weeks before. 

Vitreous contact persisting for a long time 
is as detrimental to useful vision as any compli- 
cation I know of and in the long continued cases 
the usual ending is a secondary dystrophy. 
Treatment of vitreous contact leaves a lot to be 
desired. 

I should like to make a plea for early inter- 
vention in cases with no anterior chamber after 
cataract extraction. I believe that five or six 
days is the longest one should wait if the cham- 
ber remains flat before draining the choroid and 
introducing an air bubble. The procedure is not 
harmful and in no case has it caused any seri- 
ous complication. Failure to do so may lead to 
loss of an eye. Sitting on one’s hands has a 
limit and T cannot agree with one ophthalmolo- 
gist who said “If the chamber is flat I send the 
patient home for two weeks so I won’t worry 
about it.” 


>>> 
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Cholelithiasis in the Teenager 


PETER BEACONSFIELD M.D., AND HERMAN A. JAcoBsoNn M.D., CuH1caco 


“ fair, fat, forty, flatulant, flabby and fecund 

female” is an all-encompassing descrip- 
lion of the usual patient with gallstones and 
cholecystitis. While this generally holds true the 
malady occurs at a considerably younger age, 
and it becomes progressively more common with 
advancing years. 

Statistics and experience show a high fre- 
quency of calculus formation within the gall 
bladder, variously estimated between 5 per cent 
and 20 per cent of the total populace. Gross’, 
in reviewing the reports of 10,000 autopsies 
found an incidence of 8.4 per cent. Eliason and 
Stevens? suggested that 30 per cent of people 
over the age of 45 in the United States suffer 
from some form of biliary disease. While cho- 
lelithiasis and cholecytitis are uncommon in 
children and adolescents, some 500 cases have 
been reported in the literature. 

The earliest reference to gallstones appears 
to have been made by a Greek physician named 
Alexander of Tralles living in the 5th cen- 
tury. He wrote of “dried up humors concreted 
like stones” which he thought might have some 
connection with “obstruction of the liver.” A 
later observation of gallstones was made by 
Silviaticus in 1317; and Marcellus Donatus in 
his work “De Historia Medica Mirabili” (1586) 
reported having found stones in the ampulla and 
common duct. Cholelithiasis and biliary obstruc- 





From the Department of Surgery, Cook County 
Hospital, and the Chicago Medical School. 
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tion were first described by Fernel in 1554; but 
it was not until 1667 that an attempt to remove 
gallstones was made by Van der Wiel. This was 
done, however, without a cholecystectomy, a pro- 
cedure first performed successfully by Kocher in 
1878. 

This article reports three patients with chole- 
lithiasis and cholecystitis aged 14, 16 and 19 
years. In view of the uncommon occurrence of 
this condition in persons under 20, it might be of 
interest to mention that all three cases were 
encountered by the authors within the short 
span of two weeks. 

CASE 1. P.R., a 14 year old girl, was ad- 
mitted to the hospital because of intermittent 
vomiting over a three week period. She gave a 
history of being perfectly well until that time 
when, after meals particularly heavy ones, she 
experienced flatulant dyspepsia with nausea and 
some vague upper abdominal pain. She was 
relieved of her discomfort by bringing up her 
gastric contents. The patient tolerated light 
meals well; and was asymptomatic if kept on 
milk and cereals. 

Physical examination of this white, dark- 
haired, rather thin girl revealed no abnormal- 
ities. The abdomen was soft, and there was no 
guarding or tenderness, nor any palpable masses. 

Hematological examination was normal, ex- 
cept for a sedimentation rate of 18 mm. Barium 
meal was negative, while the Graham-Cole test 
revealed three large stones in the gall bladder. 

A cholecystectomy was performed. The gall 
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bladder wall was found to be thickened and con- 
tained seven medium-sized soft brown-black 
stones, 

CASE 2. L.C., a 16 year old, obese colored 
girl was transferred to the surgical ward with 
a chief complaint of epigastric and right upper 
quadrant pain of one month’s duration, which 
hegan four months after the birth of her first 
child. The pain progressed in intensity up to 
the time of admission when she developed symp- 
toms and signs of true gall bladder colic. The 
patient also vomited a number of times on that 
occasion, She gave a two year history of intoler- 
ance to fatty and fried foods, but gave no history 
of jaundice. 

The hematological examination was normal ; 
and the X-ray reported cholelithiasis with asso- 
ciated cholecystitis. 

Physical examination on the surgical ward, 
which was some two weeks after the patient’s 
admission to the hospital, still revealed some 
epigastric tenderness, more marked in the right 
upper quadrant; and she had positive Murphy 
and Naunyn signs. 

A cholecystectomy was performed. The gall 
bladder wall revealed chronic inflammation, and 
the lumen contained a number of stones. 

CASE 3. B. K., a 19 year old white female, 
was admitted to the hospital with a chief com- 
plaint of severe upper abdominal pain and vom- 
iting. The pain had awakened her suddenly dur- 
ing the night, was intermittent but intense, pri- 
marily located in the right hypochondrium, and 
radiated to the back and upwards to the inter- 
scapular region. The patient vomited shortly 
after commencement of the pain, and at the 
time of admission required opiates to relieve her 
discomfort. 

She gave a history of normal delivery of her 
first child six weeks prior to present admission. 
She had experienced a similar attack in the 
seventh month of pregnancy, but it had not 
heen so severe. The patient denied any intoler- 
ance to food, jaundice or any other previous 
gastrointestinal difficulties. 

Physical examination revealed a thin young 
woman in obvious distress. The pertinent physi- 
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cal findings were confined to the abdomen where 
there was tenderness in the epigastrium and 
right upper quadrant with considerable guard 
ing. The Murphy sign was present, and Boa’s 
was elicited posteriorly. The gall bladder was not 
palpable. 

Laboratory findings revealed an_ increased 
sedimentation rate, and a white blood count of 
11,000. here were no other. hematologic abnor- 
malities. The Graham-Cole test was normal. 

As the patient was presenting a rather typical 
picture of acute cholelithiasis, gall bladder vis- 
ualization was subsequently repeated and_re- 
vealed stones. 

The patient underwent a_ cholecystectomy. 
There were five small dark-brown stones in the 
gall bladder, one of which was lodged in the 
cystic duct. 

All three patients made uneventful recoveries, 
and have been symptom-free since their surgery 
in the early fall of 1957. 





The cases reported are either unusual varia- 
tions of common conditions; or rare maladies 
with a classical description. The three patients 
described above belong in the former category 
because of their youth. While all three patients 
had cholelithiasis, each of the two who developed 
a typical gallstone colic were still in their post- 
partum period. One, in fact, had no symptoms 
at all prior to pregnancy. 

It is difficult to consider pregnancy as an 
etiological factor in gallstone formation. Never- 
theless, speculation on the reasons for the fre- 
quent occurrence of the first attack shortly after 
delivery, particularly in young mothers, may be 
entirely justifiable. 

The advisability of cholecystectomy in the 
presence of asymptomatic gallstones has been a 
longstanding issue between physicians and 
surgeons. Yet as far back as 1667 Michael Ent- 
muller expressed the view that ‘There is no med- 
icine which can cure gallstones, and they should 
be removed even if not causing trouble.” 

REFERENCES 
1. Gross, D.M.B., J. Path. and Bact. 32: 503-526 (July) 1929. 


2. Eliason P. and Stevens J., Surg., Gynec. & Obst. 78: 98, 
1944, 
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Pathology Conferences 





Epwin F. Hirscn, M.D., Cuicaco 


eter embolism is the transport of a 
blood clot or other embolus by the circulating 
blood from the venous circulation into the 
arterial through a foramen’ in __ the 
auricular or ventricular portions of the cardiac 
septum. Paradoxical embolism is mentioned in 
almost every text on general pathology, and in 
the classroom, the medical student’s grasp of 
embolism is challenged by instructors who call 
upon him to define this phenomenon as though 
it were a common occurrence. Medical students 
have been given this traditional question on 
paradoxical embolism by many generations of 
instructors (or professors) of pathology, but 
probably few of these elite have seen 
tissues of a necropsy with this form of 
embolism or have had more than a casual ac- 
quaintance with a published description. Young, 
Derbyshire and Cameron in 1948 (Arch. Path. 
46: 43, 1948) recorded 41 published reports of 
paradoxical embolism. 

A white woman, aged 40 years, received ex- 
tensive third degree burns of the right arm 
and trunk at her home on December 12, 1955. 
She was brought to St. Luke’s Hospital at once 
and the burned areas were treated with compres- 
sion dressings and saline baths. On December 
29, 1955 the burned surfaces were debrided. The 
patient continued to convalesce satisfactorily and 
on January 7, 1956 while skin grafts were being 
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Paradoxical Embolism 


applied she suddenly collapsed. The chest was 
opened immediately and the heart was massaged 
without success in efforts to revive cardiac 
functions. 

The essential portions of the anatomical diag- 
nosis are: 

Third degree burns of the right arm, right 
side of the trunk, buttocks, lateral aspect 
of the right thigh: 

Recent surgical donor graft wounds of the 
left thigh ; 

Recent surgical left thoracotomy ; 

Recent extensive pulmonary embolism ; 

Multiple recent hemorrhagic infarcts of the 
lower lobes of the lungs; 

Atelectasis of the lungs; 

Paradoxical embolism of the interauricular 
septum of the heart — widely patent 
foramen ovale ; 

Multiple small anemic and hemorrhagic in- 
farcts of the kidneys and spleen; 

Recent blood clot embolism of the splenic 
artery, hepatic artery, and right internal 
iliac artery ; 

Varicosities of the legs: 

Slight pitting edema of the legs, ete. 

The body had healing third degree burns of 
the right arm (75%), the right side of the 
trunk, the right buttock, the lateral surface of 
the right thigh (15%), and knee. There were 
recent donor grafts in the burned surfaces; the 
recent left thoracotomy wound made for cardiac 
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Figure 1. Photograph of the 
paradoxical embolus (A) ex- 
tending through and im- 
pacted in the patent fora- 
men oval of the heart. 





Figure 2. Photograph illustrating the recent hemor- 


rhagic infarcts of the kidneys. 


resuscitation ; and bilateral varicosities and ede- 
ma of the legs. The right main branch of the pul- 
monary artery had several molded gray-red blood 
clots (Figure 3A). The heart weighed 400 gms. 
The foramen ovale was widely patent and 
threaded through this opening was a large firm 
molded blood clot, 12 em. long and 1 cm. in 
diameter. (Figure 1). Seven cm. of this 
embolus extended through the left auricle and 
a short distance into the left ventricle. The 
valves and muscle tissues of the heart had no 
significant changes. The lungs weighed 500 and 
510 GM. The right lung was moderately ex- 
panded ; the lower lobe’ had a large dark red in- 
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Figure 3A. Photograph of molded blood clot emboli 
removed from the pulmonary artery. 
B. Photograph of the embolic thrombosis of the 
splenic artery. 
farct and an embolic thrombosis of the pulmon- 
ary artery branch to this portion. The left lung 
was collapsed and the main branch of the pul- 
monary artery was occluded by a molded blood 
clot continuous with extensions into the upper 
and lower lobe branches. The left lung had mul- 
tiple small recent infarcts. 

Facts supporting the conclusion that the 
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paradoxical embolus had been present before 
death and was not simply agonal were the 
multiple embolic arterial infarcts and embolic 
thromboses in other viscera. The kidneys (Fig- 
ure 2) and the spleen had hemorrhagic infarcts ; 
the splenic artery (Figure 3B), the right internal 
iliac, and the right branch of the hepatic artery 
with liver infarction were occluded by blood clot 
emboli. 
COMMENT 
Paradoxical embolism is mentioned frequent- 
ly in general discussions of embolism, but is ob- 


No ill feelings 

The other day chatting to a psoriatic old 
woodman who attends regularly for his “skin, 
doctor,” I found that he came originally from 
the village where I was born, a hundred miles 
away. There he had been treated by my father 
for the same complaint over 45 years ago. He 
was very pleased at this discovery and seemed to 
bear no ill-will for two generations of unsuccess- 
ful doctoring. In England Now. Lancet, Apr. 
13, 1957. 
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served rarely in necropsies. The factors neces- 
sary for the occurrence of paradoxical embolism 
are 1) venous thrombosis with embolism and 2) 
a patent auricular or ventricular foramen of the 
cardiac septum sufficient in size to permit pas- 
sage of the embolus. Embolic obstruction of the 
pulmonary circulation is mentioned as an ac- 
cessory factor. Venous blood flow because of the 
obstructed pulmonary circulation is diverted 
through the septal defect into the left auricle or 
ventricle and carries the embolus into the arte- 
rial circulation. 


>>> 


A one bed family 

Shirley came from a large but poor family. 
As she had collapse of the lung with bron- 
chiectasis she was advised to have postural drain- 
age. This involved sleeping at night with the 
foot of her bed raised. This advice was readily 
accepted and it was only some months later that 
it transpired that the whole family had to sleep 
with their heads down as they only had one bed. 
There were no complaints. In England Now. 
Lancet, Apr. 13, 1957. 
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EDITORIALS 





Maternal illnesses and mental 
retardation 

Stott* believes that stress during pregnancy is 
responsible for congenital defects and mental 
retardation in infants. He questioned the 
mothers of 102 mentally retarded children and 
compared their pregnancy with those of 450 
mothers of normal children. The first group 
showed 24 instances of maternal illnesses; 20 
had developed toxemia; and the remaining num- 
her had a variety of diseases such as rheumatic 
fever, ulcer, or cardiac disease. Only 30 per cent 
of the 450 controls had been ill during preg- 
nancy. There were 38 instances of harassment 
or emotional distress among the 102 mothers of 
backward children. The conflicts included matri- 
monial trouble, eviction threats, and quarrels 
with relatives. 

The incidence of ill health among the infants 
shortly after birth was three times more preva- 
lent among the abnormal group. These differ- 
ences were significant to Stott. Experiments on 
pregnant animals have disclosed that the fetus 
can be affected early in gestation. When rats 
are placed in a rotary drum during the 8th to the 
13th day of gestation, the progeny develop de- 
fects. If the drum is revolved too many times the 
outcome is resorption or stillbirth. Vitamin de- 
ficiencies during gestation produced malforma- 


Stott, D. H.: Physical and Mental Handicaps Following 
a Disturbed Pregnancy, Lancet (May 18) 1957. 
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tions in ducks, turkeys, chickens, pigs, cows, 
mice, rats, and guinea pigs. 

This may be a new approach to the etiology of 
mental retardation. More confirmation will be 
needed because evidence to the contrary is noted 
also in the medical literature. Surveys made on 
women who encounter illnesses, toxemias, and 
other stress situations during pregnancy demon- 
strate that the majority give birth to normal 
children. 


< > 


Pharmaceutical sampling 

Samples cost the pharmaceutical industry 
$50,000,000 per year. There is a question in 
their mind as to whether they are getting their 
money’s worth. Many physicians like samples, 
even though they relegate some of them to the 
wastebasket. Pharmacists complain they lose 
money when physicians give them to patients, 
especially new and expensive items. Most. physi- 
cians remember a product better when it is 
seen, and sometimes tasted and tried. Samples 
are used in therapeutic trials and often con- 
stitute the medicine the physician uses on him- 
self, family, and nurses. 

A survey by Medimetrics Institute as re- 
ported by FDC shows that physicians want more 
samples and in larger quantities. They are dis- 
carded by only one in five. Half of the physi- 
cians surveyed claim that they examine 50 per 
cent of the samples with some care, and the 
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majority glance at virtually every sample re- 
ceived. Four out of five keep the samples on a 
special shelf or in a cabinet. Only one in seven 
keeps them in the desk drawer. Two in five go 
through their sample stocks every three months 
to dispose of unwanted supplies. Three out of 
five claim they give them away. ‘Twenty per cent 
of these three gave them to pharmacists. ‘The 
rest gave them to hospitals, missions, or chari- 
table institutions. 


< > 


Public relations committee 
meeting is well attended 

The Public Relations Committee meeting of 
the Illinois State Medical Society in the Hotel 
Sherman, Chicago, February 2, was well 
attended. 

The theme, “PR and Legislation at the Grass 
Roots,” was introduced by Dr. Percy E. Hopkins 
of Chicago, chairman of the Committee on Medi- 
cal Service and Public Relations, who presided. 
Dr. Hopkins emphasized the importance of in- 
dividual action, 

Dr. Lester S. Reavley of Sterling, president 
of the Society, pointed out that the medical pro- 
fession was experiencing a creeping socialization 
and that if the trend continues it will not be 
long before the private practice of medicine will 
he a thing of the past. 

Dr. Reavley urged individual and concerted 
action on the part of physicians in order to pre- 
verve a high standard of medical care for the 
American people. 

Dr. Thomas H. Alphin, director of the AMA’s 
Washington office, and evening speaker, covered 
the grass roots theme by citing the role of the 
individual in preserving the ideals of a free 
society. 

“The ethical professions made up of men well- 
educated, trained in special skills, and cognizant 
of duty to all citizens are among the finest ex- 
pression of the individual man of the democratic 
society,” Dr. Alphin said. “Properly motivated 
by ethical ideals, they can and must lead the 
fight to preserve the republic.” 


MEDICINE’S PROBLEMS 

He listed some of the problems of organized 
medicine on the political scene: (1) medical care 
of the indigent, the very young, the aged, and 
the retired; (2) medical care of military de- 
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pendents; (3) organized labor, sometimes led 
and often misled by overly ambitious leaders ; 
(+) the institutionalized and others; (5) pres- 
ervation of group freedoms, including  protes- 
sional rating by one’s professional peers; (6) 
professional direction if not full professional 
control of ancillary services. 

He pointed out that 33,569,000 people under 
existing laws are entitled to full or partial medi- 
cal care. Passage of pending bills would increase 
the total to more than 60 million, or one out of 
every three. 

Mr. Aubrey I). Gates, recently appointed to an 
AMA task force dealing with the Forand Social 
Security expansion bill, was an unscheduled 
speaker. Mr. Gates reported that the AMA was 
undertaking the mobilization of all of its re- 
sources in this connection. He said that indi- 
cations were that Congressional committee ac- 
tion on the Forand Bill will not until 
after Easter. This will give the medical pro- 
fession an opportunity to muster its forces. 

Mr. Gates emphasized the importance of a 
teamwork approach on all legislative matters 
affecting the medical profession, This means 
unity of efforts at AMA, state and county levels. 


oceur 


ROLE OF WOMEN 

The first section of the afternoon session was 
devoted to public relations problems. Dr. Walter 
(. Bornemeier of Chicago, chairman of the 
ISMS Advisory Committee to the Woman’s Aux- 
iliary, said the wives of physicians had been 
practicing good public relations long before 
emphasis was placed on the term. The auxiliary 
is working with the medical profession to im- 
prove community health conditions. Its sponsor- 
ing of medical and allied career clubs is a tre- 
mendous force for good public relations. 

The wives have been particularly helpful in 
spreading information concerning good and bad 
legislation involving the health of the public. 
They have demonstrated that a well-informed 
group such as the auxiliary can be a potent force 
in public approval of the medical profession and 
in gaining public support when socialization of 
medicine is threatened. 

Dr. Carl E. Clark of Sveamore, chairman of 
the Advisory Committee to the Illinois Medical 
Assistants’ Association, explained the activities 
of that group, made up of women employed by 
physician members of ISMS. He pointed out 
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that the assistants stress public relations in 
dealings with patients, obtain valuable advice 


through lectures and panels, and in general 
increase their value to their employers. 

Dr. Clark suggested that every physician vc- 
casionally make a check on the manner in which 
his assistants handle matters involving contact 
with patients. The results of bad practices on the 
part of office employees, he pointed out, can ex- 
tend from loss of patients and prestige to mal- 
practice suits. 

COUNTY TRAINING GROUND 

Dr. Robert KE. Heerens of the Winnebago 
County Medical Society explained that the coun- 
ty medical society is excellent training ground 
for good public relations. He said _ that 
publicity is merely a tool in this program and 
that good professional behavior is a requisite. 

Dr. Heerens suggested that county societies 
sponsor science fairs, disaster planning, emer- 
gency call systems, and health education, He cited 
the importance of interprofessional liaison and 
working with other community groups. He also 
pointed out that physicians have a duty to 
demonstrate to the public the importance of free 
enterprise in medicine. 

The second half of the afternoon program 
was devoted to legislative matters. Mr. John W. 
Neal of Chicago, counsel to the Illinois State 
Medical Society, reported that the Society’s 
legislative efforts have produced a good relation- 
ship with legislators. Most members are con- 
vinced that the efforts of Illinois physicians are 
in the interest of the public, he said. 

He pointed out that our representatives in the 
Legislature and in Congress look to the Society 
for guidance in matters pertaining to health, 
and that they appreciate having reliable and 
authoritative information available. He reviewed 
the record of the recent 70th General Assembly, 
and said that many health measures in the public 
interest were passed. 

WORKMEN’S COMPENSATION 

Dr. Frederick W. Slobe of Chicago, chairman 

of the Illinois State Medical Society’s Committee 
on Industrial Health, said that although the 
Workmen’s Compensation and Rehabilitation 
sill sponsored by the Society failed to pass the 
last session of the Legislature, certain of its 
provisions were included in legislation which was 
enacted. 

These included the establishment of the In- 
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dustrial Commission as an independent agency 
and the mandatory inclusion of occupational 
disease coverage. Study is heing given to the 
course the Society should follow concerning 
future legislation. He emphasized the importance 
of the profession showing a united front and in 
getting the support of other groups. 

Mr. Walter L. Oblinger of Springfield, asso- 
ciate counsel of the Society, explained that legis- 
lative success when the Legislature is in session 
depends upon a pre-session program which he 
termed “Operation Cultivation.” 

He pointed out that the most effective con- 
tacts with legislators are on a personal basis, 
and that it pays to make friends with representa- 
tives in Congress and in the Legislature. He 
said a physician must develop an interest in 
legislation and show an interest in politics. A 
county society should have a working legislative 
committee which keeps abreast of developments 
and sees to it that pertinent facts are presented 
to members. 


CONGRESS NEEDS ADVICE 

Dr. Harlan English of Danville, a councilor 
of the ISMS and member of the AMA Com- 
mittee on Legislation, said that because medical 
care is easy to nationalize those who represent 
us in Congress need our best advice. They also 
need our political help at all times. 

Dr. English pointed out that federal health 
spending which before Sputnik amounted to 
$2.5 billion a year may soon pass $3 billion be- 
cause many congressmen want to get into the 
spending act regardless of the consequences to 
the country. The liberal views of the judiciary 
has done much to undermine the nation’s faith 
in itself, he said. 

Mr. C. Joseph Stetler of Chicago, director of 
the AMA Law Department, stressed that legis- 
lators pay more attention to letters from individ- 
ual physicians, their families, and friends than 
to correspondence from the AMA. Mr. Stetler, 
therefore, urged physicians to become informed 
about pending legislation and to act accordingly 
to their views on the subject. 

He also said that whereas the President has 
emphasized the importance of increased defense 
appropriations and de-emphasized domestic pro- 
grams, particularly in the health field, many 
members of Congress are facing campaigns for 
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re-election. Under these circumstances, Congress 
often has been pressured into passing bad legis- 
lation. A symptom of this, Mr. Stetler said, is 
the attempt to liberalize an already too liberal 
Social Security law. 

The meeting was attended by officers and 
councilors of the ISMS, public relations and 
legislative chairmen of county societies, advisors 
to the public relations committee, and repre- 
sentatives of the Woman’s Auxiliary and Illinois 


Medical Assistants Association. 
< > 


Blue Shield is medical unit, 
not “third party” operation 

“Blue Shield Plans exist only to help the 
medical profession facilitate the provision of its 
services to the people. . . Blue Shield is an or- 
ganization of the profession itself, and not a 
third party between physician and patient.” 

So declared the Blue Shield Commission in a 
policy statement. The Commission is the board 
of directors of “Blue Shield Medical Care Plans” 
comprising about 70 medical society-sponsored, 
non-profit Blue Shield Plans. A preponderant 
majority of the Commissioners are physicians. 

The commission explained that a “third party” 
is @ person or agency over whom neither the first 
party—the patient—nor the second party—the 
physician—has any direct control. 

The first requirement of a Blue Shield medi- 
cal prepayment plan is that it be approved by the 
county or state society in the area it serves. The 
second requirement is that all medical policies 
and operations be under medical control, and 
the third that it earn the voluntary participation 
of at least a majority of the physicians in its 
territory. 

Blue Shield has proved that physicians and 
patients, working together, can solve the prob- 
lems of medical economics without the need of 


a third party to come between them. 
< > 


Early immunization 

Polio vaccine for infants as young as two 
months was recommended in a guest editorial 
in the January 11 issue of the Journal of the 
American Medical Association. Injections are 
started usually at six months of age, but many 
infants lose their birth immunity before this 
time. The American Academy of Pediatrics rec- 
ommends beginning the vaccine at two months. 
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Burlington sets aside space 
for travel to AMA meeting 

The Burlington Railroad has set aside blocks 
of space on its “California Zephyr” for the ex- 
clusive use of members of the Illinois State 
Medical Society and their families leaving Chi- 
cago, Thursday, June 19, to attend the AMA 
annual meeting in San Francisco, June 23-27. 

This luxury train goes by way of Omaha, Den- 
ver, and Salt Lake City and passes through some 
of the finest scenic sections of the United States 
by daylight. The scenery can be viewed from five 
Vista-Dome cars. All types of accommodations 
will be available. Family plan rates will prevail 
on Thursday departures from Chicago. 

The train will leave Chicago Thursday at 3:30 
p-m. and arrive in San Francisco at 4:55 p.m., 
Saturday. The return trip will start from San 
Francisco at 9:25 a.m., with Chicago arrival at 
1 p.m., two days later. An optional return will 
be by way of Portland, Seattle, and Minneapolis. 

Reservations must be made prior to May 15. 
Contact your local railroad ticket agent, the 
Burlington representative in your community, or 
Mr. R. L. Schwarz, passenger representative, 
Burlington Route, 105 West Adams Street, Chi- 
cago 3. Picture literature will be sent upon re- 


quest. 
< > 


Where does AMA dollar go? 
What does the AMA do with its annual re- 


ceipts of (about) $10 million a year? This ques- 
tion was answered by Dr. George F. Lull, secre- 
tary-general manager, at a meeting of the South- 
ern Medical Association. 

The $5,192,000 realized from dues and sub- 
scriptions was short of the $5,222,000 expense 
of printing the Journal and other publications 
of the AMA. This deficit and expenses of all 
other departments were covered by $4 million 
from advertising and other sources. 

Expenses were: The public relations depart- 
ment, $400,000; Council on Medical Education 
and Hospitals, $376,000; Bureau of Health Edu- 
cation, $296,000; Washington office, $227,000: 
Council on Medical Service, $206,000 ; member- 
ship records, $202,000; Bureau of Medical 
Economic Research, $173,000; biographical rec- 
ords, $155,000; American Medical Education 
Foundation overhead, $119,000 ; law department, 
$111,000; Bureau of Exhibits, $109,000; Coun- 
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cil on Drugs, $99,000; Council on Industrial 


pastimes, and a luau, or Hawaiian native feast. 





Health, $76,000 ; Council on Rural Health, $68,- The stay in Honolulu will. be at the beautiful Hos 
000 ; Council on Medical Physics, $61,000; Coun- Royal Hawaiian Hotel. - 
cil on Foods and Nutrition, $56,000. Physicians so inclined also may take advan- as! 
< > tage of a Hawaiian Summer Medical Conference ; . 
- in Honolulu, July 1-3. . vide 
Hawaii calls members of pe ee ma iary 
ya ‘ 4 The return trip will start July 5. Those tak- 
Illinois State Medical Society ing a plane will reach the mainland the next a 
There was an enthusiastic response to “Hawaii morning. Those preferring a boat will have a ye 
Calls” in the February issue of the Illinois leisurely and delightful five-day trip aboard the . . 
Medical Journal. luxury liner, Lurline, which is really “Hawaii 1 
In case you missed the announcement of the at sea.” A longer stay at Honolulu may be ar- md 
tour to Hawaii after the AMA annual meeting ranged, if desired. Ce 
in San Francisco in June, the highlights are re- Complete details are given in a descriptive Thi 
peated. circular which may be obtained from Mr. W. A 
The tour is being arranged for members of the M. Moloney, vice-president, Harvey R. Mason the 
Illinois State Medical Society, their families and Travel Company, Ine., Professional Building, Put 
friends. The party will leave by air the night of Old Orchard, Skokie, III. is d 
June 26 and arrive in Honolulu the following < > I 
morning. Then, until July 5, there will be a 
steady round of entertainments and scenic trips. Welcome, wives ea 
The Hawaiian holiday will include a drive to A cordial invitation is extended to every physi- ia 
Mount Tantalus for a superb panoramic view  cian’s wife to attend the 30th Annual Con- 
of the Island of Oahu; a visit to Pearl Harbor, vention of the Woman’s Auxiliary to the Illinois 
Battleship Row, and historic Hickham Field; State Medical Society May 20 to 23, 1958. 
a three-day Outer Island tour; surf and beach Headquarters for the convention will be the 
Te 
) 
pap 
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Taking the pig from the imu (underground oven) in banana and ti-leaves, surrounded by red hot lava 
is a ritual that actually starts off a luau (feast) in stones and heavily wrapped in burlap is buried in 
Hawaii. The pig, filled with hot lava stones, bedded the underground pit to steam for many hours. 
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Sherman Hotel, Chicago, and members of the 
Hospitality Committee will be at the registration 
desk in the lobby to welcome all members and 
guests. 

At this meeting an opportunity will be pro- 
vided to learn of the achievements of the auxil- 
iary and of its plans and program for the future. 
Round table discussions will allow for an inter- 
change of ideas and prominent speakers will give 
short talks during the delegate sessions. 

Social events will include a Pink Tea on Tues- 
day afternoon, an unusual musicale following the 
Wednesday luncheon, and a fashion show in the 
Crystal Ballroom of the Sheraton-Blackstone on 
Thursday. 

All members of the Convention are invited by 
the Illinois State Medical Society to attend the 
Public Relations Dinner on Tuesday evening, 
and the Annual Dinner on Wednesday evening, 

Plan now to attend. We know you will enjoy 
every minute of the Convention. Additional in- 
formation will appear in the April issue of the 
Illinois Medical Journal. 

Mrs. Michael G. Maitino 
Convention Chairman 


< > 


Teamwork 

Many physicians like to use a pencil and 
paper in explaining the nature of an ailment to 
their patients. A picture or diagram, no matter 
how crude, is worth a thousand words. This takes 
little time and is a great comfort to the layman. 
Better teamwork is obtainable when the patient 
understands his medical or surgical problem. 


< > 


Correction 


An item in the December Journal said Social 
Security taxes pay for nine programs, covering 
social insurance, public assistance to the needy, 
and children’s services. This is incorrect. 

Unemployment compensation and old age and 
survivors insurance are financed through unem- 
ployment and Social Security taxes, respectively. 
General taxes provide funds for old-age assist- 
ance, aid to the needy blind, aid to dependent 
children, aid to the permanently and totally dis- 
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abled, maternal and child health services, serv- 
ices for crippled children, and child welfare 
services. 


< > 
AMA pamphlet sets up 


driver fitness rules 


The American Medical Association has issued 
a pamphlet, “Are You Fit to Drive?” which sets 
forth certain circumstances under which a person 
should not drive. 

The pamphlet was prepared by the AMA Com- 
mittee on Medical Aspects of Automobile In- 
juries and Deaths, in co-operation with the Cen- 
ter for Safety Education, New York University. 
It is available for distribution through physi- 
cians’ offices. 

Some of the situations which make driving 
dangerous are: emotional upsets, sleepiness, at- 
titude toward other drivers, medicines, faulty 
vision, certain nerve and heart disorders, dia- 
betes, old age, and drinking. 


«< > 
U. S. committee of WMA 


to hold open meeting 


The United States Committee of the World 
Medical Association will hold an open meeting 
in San Francisco in connection with the annual 
meeting of the American Medical Association in 
June. The purpose is to promote an increase in 
the American membership of the WMA. 

During 1957, the United States Committee 
enrolled 797 new members, the largest number to 
join in any one year, but there is room for much 
further growth. 

The United States Committee was established 
10 years ago and has been an important support 
of the World Medical Association. The commit- 
tee helped to establish the World Medical Jour- 
nal. 

The WMA’s 12th general assembly will be 
held in Copenhagen, Denmark, August 15-20. 
Further information may be had by writing to 
Dr. Louis H. Bauer, Secretary-Treasurer, World 
Medical Association United States Committee, 
10 Columbus Circle, New York 19. 


>>> 
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MEDICAL ECONOMICS qj a 


Today's Industrial Physician 


4 lipwad it is not uncommon to meet an old 

friend at a medical meeting and find that he 
is the medical director of one of America’s 
thousands of industrial corporations. The num- 
ber of industrial physicians is on the increase. 
The title “Medical Director” is a nice one. The 
physician in practice has a tendency to look 
upon such a colleague with envy. The title he 
has is nice, his pay must be good, the benefits 
he receives by company association such as re- 
tirement plans, vacations, stock options, and 
the like, sound good. It is also common knowl- 
edge that such a physician stops work at 5:00 
p.m. and has his week ends to himself. 

Who gets into such a seemingly soft job— 
and what are his duties and responsibilities ? 

As stated by the committee on practice of 
the Industrial Medical Association, the medical 
director is a man of education, training and 
experience. He is a graduate of an accredited 
medical school and licensed to practice in the 
state where he is employed. He has had at least 
one year’s internship in an accredited hospital 
and has received prior training and experience 
in industrial medicine. He must have a general 
knowledge of administration, including indus- 
trial and personnel relations. He should have 
knowledge of work placement requirements and 
procedures. He must have knowledge of occupa- 
tional hazards and their control. He must have 
a knowledge of preventive medical methods and 
health maintenance. He must have a special 
knowledge of diagnosis and treatment of oc- 
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cupational diseases and injuries, including 
follow-up, rehabilitation, and his responsibilities 
under workmen’s compensation legislation—and 
lastly, he must have the knowledge of an efficient 
medical record system and statistics. 

It now appears that this medical director is 
not an ordinary fellow, but that his training 
and experience are equivalent to that of the best 
qualified specialist or the highest type of general 
practitioner. With this background what does 
he do? 

His first job is to be responsible for planning, 
directing and co-ordinating medical and surgical 
service for the organization or unit for which 
he is responsible. This means that he must be a 
genius at organization and administration. Un- 
der his supervision will be nurses, physicians, 
aids, clerks, statisticians, social workers, and 
secretaries. 

He will be responsible not only to the em- 
ployees, but to his employers. He must integrate 
the medical program with all other company 
activities. He has to recommend plant medical 
facilities and equipment, and advise on the budg- 
et for company medical activities. He must 
establish scientific standards of physical capac- 
ities for work. He must study physical demands 
analysis so as to place properly his workers. 


The medical director must be responsible for _ 


the selection of the employees in his unit. This 
includes the selection of competent medical 
personnel. He must be training individuals to 
succeed him or to fit into an expansion program 
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of his organization. He has to initiate policies, 
prepare directives, and supervise all medical de- 
partment personnel. 

He has to collaborate with the personnel de- 
partment in the development and administration 
of their activities and provide medical advice 
and assistance to other departments. He must 
recommend measures for control of all environ- 
mental hazards. He has to develop and maintain 
a program of health maintenance and education 
for all employees. 

The maintenance and utilization of medically 
acceptable records and statistics will be of im- 
portance to both the company and the individual 
employee. The medical director must maintain 
the confidential nature of these records. 

The medical director certainly has responsi- 
bilities that fit his education and his experience. 
The job he performs is a most needed one and 
does much to contribute to the welfare of our 
economy. 

Such a mere glance under the surface demon- 
strates that this. job is not a soft one. Like 
everything else in medicine, it necessitates con- 
stant education and the ability to foresee new 
methods, and to adapt the scientific attitude to 
industrial problems. Industrial medicine has 
come a long way from the days when the indus- 
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trial doctor was merely an expert in cuts and 
bruises. Today the industrial physician is not 
only a doctor, but an administrator, an edu- 
cator, and psychiatrist, and often a priest. And 
his work has just begun. 

The medical director is a health counselor for 
all employees. He has to co-operate with all 
community health agencies and above all he 
must co-operate in an ethical fashion with the 
employees’ personal physician and allied pro- 
fessional organizations. 

The industrial physician has a tremendous 
community responsibility. First of all it is a 
necessity that he be a part of organized medicine. 
Through this, he can often keep his proper rela- 
tionship with his fellow physicians and keep up 
his education in scientific medicine. On the 
other hand this gives organized medicine an op- 
portunity to share in the medical director’s 
problems, to help him, and to work with him. 

The coming of age of industrial medicine has 
brought the medical director into prominence. 
He serves a role in community affairs similar 
to that of the chief of staff of the hospital or the 
professor in a medical school. It is up to us who 
are not active in industrial medicine to under- 
stand the medical director, his problems, and 
his ideals. 


>>> 
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CORRESPONDENCE 





Clinics for crippled children 
listed for April 


Twenty-three clinics for Illinois’ physically 
handicapped children have been scheduled for 
April by the University of Illinois, Division of 
Services for Crippled Children. Clinics are held 
in co-operation with local medical and health 
organizations. Clinicians are selected among pri- 
vate physicians who are certified Board members. 
Any private physician may refer to or bring to 
a convenient clinic any child or children for 
whom he may want examination or consultative 
services. 

April 2 — Hinsdale, Hinsdale Sanitarium 
April 2 — Alton (rheumatic fever), Memorial 

Hospital 
April 3 — Cairo, Public Health Building 
April 3 — Flora, Clay County Hospital 
April 4 — Chicago Heights (cardiac), St. James 

Hospital 
April 8 — East St. Louis, Christian Welfare 

Hospital 
April 8 — Peoria, Children’s Hospital (St. 

Francis) 

April 10 — Springfield, St. John’s Hospital 
April 10 — Watseka, American Legion Hall 
April 11 — Evanston, St. Francis Hospital 
April 15 — Belleville, St. Elizabeth’s Hospital 
April 15 — Danville, Lake View Hospital 
April 15 — Quincy, Blessing Hospital 
April 16 — Chicago Heights (general) St. James 
Hospital 
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April 17 — Elmhurst (cardiac), Memorial Hos- 
pital of DuPage Co. 

April 17 — Rockford, St. Anthony’s Hospital 

April 22 — Peoria, Children’s Hos pital (St. 
Francis) 

April 23 — Elgin, Sherman Hospital 

April 23 — Springfield (cerebral palsy), Me- 
morial Hospital 

April 24 — Bloomington a.m. (general), p.m. 
(cerebral palsy), St. Joseph’s Hospital 

April 24 — Mt. Vernon, Masonic Temple 

April 29 — Effingham (rheumatic fever), St. 
Anthony Hospital 

April 30 — Carrollton, Carrollton Grade School 


< > 


G.P.’s to meet in Dallas 


The American Academy of General Practice 
will hold its 10th annual scientific assembly, 
March 24-27, in the Dallas Memorial Auditori- 
um, Dallas, Tex. An attendance of 7,000 physi- 
cians and guests is expected. 

The scientific program, presented in combina- 
tion with the Dallas Southern Clinical Society, 
will feature 35 prominent physicians. Ninety 
scientific and 300 technical exhibits also will be 
offered. 

Dr. Malcom E. Phelps of El Reno, Okla., 
academy president, will open the meeting. The 
first day will include discussions of medical, 
surgical, psychiatric, and adjustment problems 
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of the aging, and emotional and physical prob- 
lems of teen-agers. 

Other subjects of the meeting will include 
dizziness, X-ray interpretation, skin diseases, 
pediatric medicine, coronary thrombosis, duo- 
denal ulcers, urologic problems, accidents, and 
hypnosis. 

Dr. Holland T. Jackson of Ft. Worth will 
take over as president, March 26. 

The Congress of Delegates will convene at the 
Dallas Statler Hilton, March 22. 


«< > 
Phi Lambda Kappa meeting 


The 6th annual meeting of Phi Lambda 
Kappa will be held at the Deauville Hotel, 
Miami Beach, April 13 to 20. A five-day scien- 
tific program, starting on April 14, will be for 
the benefit of the general practitioner. Physicians 
and dentists are invited. 

Further information may be obtained from 
Dr. Samuel L. Lemel, national secretary, Phi 
Lambda Kappa Fraternity, 1030 Euclid Avenue, 
Cleveland 15. 

< > 
Army provides earlier release 


A certain number of army medical and 
dental officers scheduled to complete their two- 
year service between February 1 and August 31 
may be able to return to civilian status after 21 
months of active duty, Maj. Gen. Silas B. Hays, 
surgeon general of the army, announced. 

Applications will be approved only where re- 
leases will not interfere with the army medical 
service. The program applies only to those whose 
actual separations could be effected by June 30. 

< > 
To hold world congress 


of gastroenterology 


The first World Congress of Gastroenterology, 
with the American Gastroenterological Asso- 
ciation as the host, will be held at the Sheraton 
Park Hotel, Washington, May 25-31. 

More than 200 national and international 
scientists, physicians, surgeons, roentgenologists, 
and parasitologists will report on recent advances 
in gastroenterology. 

The five main symposia will cover peptic 
ulcers, intestinal infections and_ infestations, 
malabsorption, nutrition and its effect on the 
liver and pancreas, and gastric carcinoma. There 
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will be simultaneous interpretation in English, 
Spanish, French, and German. 

Further information may be had by writing 
to Dr. H. M.: Pollard, secretary-general, World 
Congress of Gastroenterology, University Hos- 
pital, Ann Arbor, Mich. 

< > 


Allergists to hold meeting 


The American Coliege of Allergists will hold 
its 14th annual meeting at the Shelburne Hotel, 
Atlantic City, April 23-25. This will be preceded 
by a three-day graduate instructional course, 
April 20-22, to be presented by a faculty of 40 
instructors. 

Further information may be had by writing 
to the American College of Allergists, 2049 
Broadway, Boulder, Colo. 

< > 


A.C.S. to hold regional 
meeting in Des Moines 


The American College of Surgeons will hold 
a sectional meeting in Des Moines, March 27- 
29. Topics will include emergency care of 
multiple injuries, congenital lesions, cardiac ar- 
rest, cancer, jaundiced patients, ovarian tumors, 
and fluids and electrolytes. Medical motion 
pictures will be shown. 7 

Among the participants in the program will 
be the following surgeons from Chicago: 

Dr. William E. Adams, “Congenital Lesions 
of the Lung: Bronchial and Vascular;” Dr. 
John W. Huffman, “Stress Incontinence in the 
Female ;” Dr. Gerald O. McDonald, “Chemo- 
therapy of Cancer ;” Dr. Paul V. Harper, “In- 
terstitial Therapy at Operation.” 

Additional information may be had by writing 
to the American College of Surgeons, 40 East 
Erie Street, Chicago, 11. 

< > 
Interstate P-G meetings 


The Interstate Postgraduate Medical Asso- 
ciation of North America announced that its 
annual scientific assemblies for the next four 
years will be held as follows: 1958, Cleveland, 
November 10-13; 1959, Chicago, November 2-5; 
1960, Detroit, October 31-November 3; 1961, 
St. Louis, October 9-12. 

The dates were reported at this time in the 
hope that other medical meetings may be 
planned without direct conflict. 
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Congress of Physical Medicine 
and Rehabilitation to meet 


The 36th annual scientific and clinical session 
of the American Congress of Physical Medicine 
and Rehabilitation will be held at the Bellevue- 
Stratford Hotel, Philadelphia, August 24-29. 
The scientific program will be presented on the 
last five days, with sessions open to all AMA 
members. 

The society provides an annual award of $200 
to a medical student submitting the best essay 
on physical medicine and rehabilitation. Manu- 
scripts not exceeding 3,000 words must be sub- 
mitted by June 2. 

Further information may be had by writing 
to Miss Dorothea C. Augustin, American Con- 
gress of Physical Medicine and Rehabilitation, 


30 North Michigan Avenue, Chicago 2. 
< > 


A.C, of P. names Illinois 
physicians as fellows 


The American College of Physicians named 
the following Illinois physicians as fellows; Dr. 
Irving Mack, Chicago, and Dr. Ruth Bernice 
Balkin, Highland Park. 

The following were named associates: Drs. 
William Dalessandro, Bernard Eisenstein, Jay 
J. Gold, James J. Hines, and Robert G. Page, 
Chicago; Stanley E. Goldstein, Decatur; Irvin 
LeRoy Schweitzer, Freeport; Frank B. Norbury, 
Jacksonville; Morris Binder, Morton Grove; 
Bertram G. Nelson, Oak Park; Lawrence J. 
Knox, Olney; John H. Houseworth, Urbana; 
John J. Zannini, Waukegan. 

< > 


Medical librarians to meet 


The Medical Library Association will hold 
its 57th annual meeting in Rochester, Minn., 
June 2-6. The theme will be “Advances in 
Medical Library Practice.” 

Mr. Thomas E. Keys, librarian of the Mayo 
Clinic, is the convention chairman. Letters of 
inquiry should be addressed to him. 
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Easter seal campaign 


The 1958 Easter Seal sale in behalf of 
crippled children and adults will continue 
through Easter Sunday, April 6. 

A goal of $200,000 has been set for the Chi- 
cago area, according to Mr. Howard L. Willett 
Sr., campaign chairman for the Chicago Metro- 
politan Unit, [Illinois Association for the 
Crippled. Last year, 2,820 crippled persons in 
the Chicago area were helped through seal sales. 

< > 


Bureau to provide speakers 
on psychiatry 

The American Psychiatric Association and the 
American Academy of General Practice have 
organized General Practitioner Education Proj- 
ect to promote postgraduate psychiatric educa- 
tion for the general practitioner. Among the 
services offered is a speakers bureau which will 
provide the names of psychiatrists who are will- 
ing to serve as guest lecturers while on vacation 
trips. 

For information, write the G.P. Project, 
American Psychiatric Association, 1785 Massa- 


chusetts Avenue, N.W., Washington 6. 
«< > 


Industrial health conference 
to be held in Atlantic City 


More than 3,000 occupational health spe- 
cialists will attend the 13th National Industrial 
Health Conference in Atlantic City, April 19- 
25. Emphasis will be on the control of the newer 
health hazards introduced by a changing tech- 
nology and on the maintenance of health in in- 
dustry through preventive medical services. 

Papers will cover such subjects as mental 
health, radiation, noise, skin diseases, rehabilita- 
tion, dentistry, nursing, air pollution, and toxic- 
ity of material used in industry. 

Information and advance registration forms 
may be obtained from Dr. Edward C. Holmblad. 
managing director, Industrial Medicine Asso- 
ciation, 28 East Jackson Boulevard, Chicago 4. 


>>> 


Illinois Medical Journal 








servi 
ship 
Ot 
clude 
Apri 
tion 


medi 


paigi 
prise 


for M 








THE P.R. PAGE 





John A. Mirt 


Time to review PR programs 


The AMA suggests that every county medical 
society review its PR program as to its efficiency, 
accomplishments, and aims. It urges that partic- 
ular attention be paid to eight basic projects. 
These are: 

(1) Provision of emergency medical care on 
an around-the-clock basis; (2) establishment of 
a mediation committee to hear patients’ com- 
plaints; (3) development of good working rela- 
tions with press, radio, and TV; (4) main- 
tenance of an active speakers bureau supple- 
mented with other health education activities; 
(5) organization of a plan to provide medical 
service for all unable to pay; (6) indoctrination 
of new society members; (7) initiation of public 
service projects; (8) participation in citizen- 
ship activities. 

Other projects suggested in the past have in- 
cluded: promotion of Medical Education Week, 
April 20-26: use of AMA films: polio inocula- 
tion campaign; liaison with medical assistants 
organizations ; promotion of science fairs ; disaster 
planning, and interprofessional liaison. 

For 1958, the following additional campaigns 
should be considered : 

(1) Legislation — From every indication, 
medicine must accelerate its educational cam- 
paign, highlighting the values of our free enter- 
prise system and the part voluntary ‘insurance 
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plays in meeting the cost of medical care. 

(2) Sports injuries — Here is a project giv- 
ing physicians an opportunity to contribute real 
community service as well as to establish a link 
with public educators and sports leaders. 

(3) Liaison with labor — Organized labor 
will be exerting more influence in the health and 
welfare fields than ever before. Rather than 
waiting until a union health plan is announced 
and then attempting to deal with it, medical 
societies should volunteer their guidance and 
counsel to local AFL-CIO community relations 
committees on projects relating to health and 
welfare. 

(4) Education — Emphasis should be placed 
on educating the public in the matter of quack- 
ery, Judgment in diagnosis and treatment, cost 
of medical care, and free choice of physician. 

Informative material on any of these projects 
may be obtained from the Public Relations De- 
partment of the AMA. ; 


Penalizing insurance holders 

Blue Shield Plans and insurance companies 
providing medical expense coverage are ex- 
pressing concern over complaints that some 
physicians are taking advantage of such insur- 
ance to raise their charges. The assumption 
seems to be that any person able to carry this 
type of insurance is also able to pay a higher 
surgical or medical fee. 
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Actually, this is not true in many instances. 
A person frequently uses this method to budg- 
et the cost of expensive and unpredictable 
medical care when he would be unable to pay 
out a substantial amount at one time. 


The small minority of physicians who are 
responsible for complaints from policyholders 
could easily wreck the system of voluntary medi- 
cal care insurance. 

This is a public relations project which de- 
serves immediate attention. 


Joint meeting with lawyers 

The McLean County Medical Society and the 
McLean County Bar Association on January 14 
staged a joint meeting in the Rogers Hotel, 
Bloomington. Arranged by Dr. Herman W. 
Wellmerling, program chairman, it was the 
consensus that the gathering was a successful 
interprofessional relations project. 

Dr. Leon T. Fruin, president of the medical 
society, and Mr. Tom Barger, president of the 
bar association, presided. There was an attend- 
ance of 56 physicians and 45 lawyers. 

A motion picture, “The Medical Witness,” 
was first shown. This was followed by a panel 
consisting of Dr. F. Lee Stone of Chicago, past 
president of the Illinois State Medical Society, 
and Mr. Lyle W. Allen, attorney of Peoria. 
Many mutual problems were discussed. 

Out of this came a decision to repeat the joint 
meeting annually. There also was appointed a 
committee consisting of Drs. Justin C. McNutt, 
chairman; Robert J. Parker, Charles A. Conk- 
lin, J. Wright, and Robert L. Atkinson to meet 
with a similar bar association committee to 
smooth out certain situations, including acci- 
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dent reporting forms and medical witness 
details. 


Newspaper praises PR policy 

The Los Angeles Examiner in a recent editori- 
al entitled “Medical Triumph” said: 

“One of the most gratifying improvements of 
recent years in the formerly sensitive relation- 
ship between the public and the medical profes- 
sion has been the constructively enlightening at- 
titude of the Los Angeles County Medical Asso- 
ciation.” 

It seems that the society worked out a pro- 
gram with the press which removed the undue 
fear of the unexplained on the part of the pa- 
tient and the excessive reserve on the part of the 
physician. Medicine became big and popular 
news without marring the high ethical standard 
of the profession. Acknowledged specialists were 
named to inform the press on questions which 
arose, and newspaper accounts generally became 
accurate. 

“An important by-product of the association’s 
public relations policy is the subsidence of 
clamor for socialized medicine,” the Examiner 
said. 

Commenting on the editorial, Dr. William F. 
Quinn, editor of the Los Angeles County Medical 
Society Bulletin, said: 

“You don’t get a good press by suddenly 
pouring on the pressure when you have a partic- 
ular ax to grind. It is achieved by mutual un- 
derstanding and willingness to make an effort 
to understand the other person’s problems and 
point of view .... We will have a good press 
and good public relations only as long as we de- 
serve them.” 


>>> 
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RR“ and Carnick have combined hydrocorti- 

sone with a specially developed ccol tar for 
the treatment of eczema and psoriasis. The new 
combination [Tarcortin] was used successfully 
on 367 patients with dermatitis, giving complete 
relief in 165 and partial in 173. Eighty of 83 pa- 
tients with psoriasis were improved with this 
remedy. 

Winthrop offers Isuprel in pocket-size aerosal 
dispensers for asthma patients. The Isuprel Mist- 
ometer is a self-contained unit, and according to 
the manufacturers, the bronchodilation resulting 
from a single inhalation is equivalent to approxi- 
mately 10 inhalations from hand-bulb nebulizers. 

Winthrop also has a new combination sublin- 
gual oral tablet called Dilcoron which provides 
immediate relief from acute attacks of angina 
pectoris, as well as a more sustained dilatation 
to prevent subsequent attacks. The outer sublin- 
gual layer of the tablet is nitroglycerin. The inner 
core consists of pentaerythritol tetranitrate, and 
the two layers are separated by a citrus flavored 
lamina. 

Panafil ointment is Rystan’s enzyme debriding 
agent. The manufacturers claim that the product 
enchances healing of infected wounds and skin 
ulcers of diabetic, decubital and varicose origin. 
Good results were recorded in 37 cases by a 
group from Boston University School of Medi- 
cine. There was a decrease in purulent material, 
cleaner granulation tissue, and an increased rate 
of growth in new surface tissue. 

The present budget for 1959 recommends ap- 
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propriations totaling $2,792,904,412 for pro- 
grams administered by the United States De- 
partment of Health, Education, and Welfare. 


This is almost as much as the budget for the 
entire government in Coolidge’s time. The mon- 
ey will be alloted as follows: $17,742,000 
will go for general research and_ services; 
$55,923,000 for the National Cancer Institute ; 
$37,697,000 for mental health activities; $34,- 
712,000 for the National Heart Institute; $6,- 
293,000 for dental health activities ; $20,592,000 
for arthritis and metabolic disease activities ; 
$17,497,000 for allergy and infectious disease 
activities; and $20,727,000 for neurology and 
blindness. We hope it will be spent wisely. A like 
amount was spent last year but there were no 
headline discoveries. 


A new heat exchanger can lower a patient’s 
temperature at an average rate of one degree 
Fahrenheit every 30 seconds, and raise it with 
almost equal speed, and control it with an ac- 
curacy of one half of a degree. It was developed 
by Wirt W. Smith of the Surgery Department 
of Duke University and is used to produce hy- 
pothermia in cardiac surgery. The apparatus 
weighs 11 pounds and is the size of a rolling pin. 
It consists of a group of slender stainless steel 
tubes enclosed by a specially constructed steel 
jacket. The blood flows through the tubes and is 
cooled or warmed by the water circulating 
about them. It eliminates the time consuming 
procedures of ice packs or refrigerated blankets 
formerly used to lower body temperature. 
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Accidents took the lives of 94,000 persons 
last year. Of these approximately 26,000 
occurred in the home. Physicians should bring 
accident hazards to the attention of the families 
when making house calls. This practice may save 
many lives. 


From the beginning, the Bufferin people have 
advertised that their product “works twice as 
fast.” The New England Medical Journal of 
January 30 carries two separate articles and an 
editorial that refutes this claim. In double blind 
tests, Batterman and Cronk found no difference 
in the speed with which other aspirins relieved 
pain. According to the editorial, “Manufacturers 
are tempted by high profits to introduce more 
and more medicinal agents for direct public con- 
sumption, and advertising mediums are accept- 
ing more and more direct-to-the-public type of 
drug promotion.” 


The aged person spends 50 per cent 
more on health than does the general population 
— $122 a year as against $78, according to “Pat- 
terns of Disease.” 

In 1939 B. A. (before antibiotics) the overall 
cost of mastoiditis to the patient was $1,000. To- 
day, $15 worth of antibiotics will clear up most 
cases without surgery. 


A Dr. F. Philip Lowenfish of New York, re- 
ported that injectable Meticortelone Acetate 
(prednisolone acetate) was of value in the *+reat- 
ment of resistant acute and chronic skin condi- 
tions. Itching, inflammation, swelling, and red- 
ness were reduced rapidly and in some instances 
improvement in the more serious forms of der- 
matoses occurred within a few days. Meticorten 
tablets produced excellent results in three cases 
of ivy poisoning. Meti-Derm Cream appeared to 
be effective in herpes simplex. 


The Metropolitan Life Insurance Company re- 
ported recently that American women are the 
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second healthiest in the world. Our female death 
rate is 6.9 per 1,000 compared with 6.4 per 1,000 
per year in Norway. The fair sex did well in all 
departments except when the death rate in motor 
vehicle accidents was computed. They have the 
highest rate in the world — 11 per 100,000 as 
compared with the lowest, 2 per 100,000 in 
Israel. The women are so beautiful and so 
healthy, but oh what drivers. 


Ayerst Laboratories recently introduced Ther- 
uhistin, which stems from a new family of anti- 
histamines. It is reported to be highly potent—, 
with a low incidence of sedation. It was used on 
patients ranging in age from 1 to 65 with var- 
ious allergies, chiefly urticaria, bronchial asthma, 
vasomotor rhinitis, and hay fever. A good to ex- 
cellent response was obtained in 80 per cent. 


Roerig’s Neobon capsules are a new nutri- 
tional hormone supplement to combat the 
senile debility of elderly people. They contain 
hormones, iron, digestive enzymes, protein, and 
vitamin-mineral supplements. 


In a paper delivered at the joint meeting of 
the American Society of Clinical Pathologists 
and College of American Pathologists, physicians 
were warned not to jump to the immediate con- 
clusion of cancer when suspicious cervical smear 
results were found in women soonafter pregnancy. 
Changes in the cells are temporary and result 
from infections and injuries incidental to child- 
birth. Breast feeding is a factor also because of 
its hormonal effects. These conclusions were 
based on a review of smears taken on 125 women, 
six to eight weeks after delivery. An unusually 
high percentage of suspicious smears was noticed 
in 15 cases (12 per cent). Not one case of cervi- 
cal malignancy was found in the 11 patients who 
cooperated in the follow-up examinations. 


According to the January General Practitioner, 


cockroaches may play a role in the transmission 
of poliomyelitis. 
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NEWS of the STATE 





ADAMS 

ANNUAL SociaL Meetine. Adams County 
Medical Society held their social meeting at the 
Quincy Country Club, January 25, when the 
members entertained their wives at a dinner 
dance. A social hour preceded the dinner during 
which all were guests of Dr. and Mrs. Guy L. 
Tourney. Dr. Tourney is the 1958 president of 
the society. The only after dinner speech was a 
humorous sketch by Dr. Kenneth H. Keeton. 
The program was provided by Harriet Musolino 
and dancing followed to organ music by Russell 
Cox. The Entertainment Committee consisted of 
Drs. Carl F. H. Pfeiffer, Richard E. Meyer, and 
William U. McReynolds. 

Speaker. Dr. Merris Fishbein of Chicago, 
president elect of the American Medical Writers’ 
Association, will speak before the Adams County 
Medical Society in Quincy, March 25. This is the 
Society’s eighth annual public relations meeting 
which will be open to the public. 


BOONE COUNTY 

Orricers Exectep. Dr. Gordon J. Kaske was 
elected president of the Boone County Medical 
Society for 1958, and Dr. Everett F. Dettmann, 


secretary. 
BUREAU 

New Present. Dr. Russel J. Simonetta, 
Spring Valley is now president of the Bureau 
County Medical Society. 
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CARROLL 

New Orricers. The Carroll County Medical 
Society elected the following officers for 1958: 
Drs. J. B. Schreiter, president; C. G. Piper, 
secretary-treasurer; E. C. Turner, delegate; and 
R. H. Petty, alternate. 


CLINTON 

New Orricers. The Clinton County Medical 
Society elected the following officers for 1958: 
Drs. H. B. Warren, president; Dr. F. H. Ketter- 
er, vice president; and R. D. Roane, secretary 
and treasurer. 

ResoLutTion. At the January meeting this 
resolution was passed: We the Clinton County 
Medical Society endorse a uniform standard in- 
surance form to be used by all insurance com- 
panies for accident and health insurance and to 
contain the name of the insurance company 
printed on the form. 


cooK 

FacuLtty APPOINTMENTS. The following have 
been appointed to the faculty at Chicago Medical 
School: Drs. Abraham I. Gimble, clinical in- 
structor in medicine; Eli M. Katz, clinical in- 
structor in medicine; Alvin Somberg, clinical 
assistant professor of medicine ; Samuel B. Spira, 
clinical assistant professor of medicine; Ernest 
Teller, clinical assistant professor of medicine ; 
Robert S. Pildes, clinical assistant in obstetrics 
and gynecology; Wallace R. Brockbank, clinical 
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associate in psychiatry; Jerome I. Katz, clinical 
assistant in psychiatry; and Jerome Nadelhaft, 
assistant professor of radiology. 

Stupy oF Diasetes. An important training 
program for the study and treatment of diabetes 
is currently under way at Chicago Medical School 
under the direction of Dr. Piero P. Foa, profes- 
sor of physiology. The program has been made 
possible by a grant of $10,622 from the U. S. 
Public Health Service. 

New Orricers. Mr. Irving Harris has been 
made the new president of Michael Reese Hos- 
pital. Dr. Irving Wolin, orthopedic surgeon and 
associate clinical professor of orthopedic surgery 
at Chicago Medical School was elected 1958 
president of the medical staff, and Dr. David H. 
Rosenberg, department of medicine is now vice 
president. 

Honorep. Seven north side physicians with 
30 years or more of service at Michael Reese 
Hospital Medical Center were honored recently 
in ceremonies in the center’s auditorium. They 
are Drs. L. Beno Bernheimer, William Buch- 
binder, Nathan N. Crohn, Roy R. Grinker, Jack 
S. Grove, Samuel J. Meyer, and Sigfried Strauss. 


APPOINTMENTS. Hutton D. Slade, chief of 
microbiology at the Rheumatic Fever Research 
Institute, Chicago, has been named associate 
professor of microbiology at Northwestern Uni- 
versity Medical School. His research will center 
on the study of the life processes of streptococci ; 
their structure, physiology, and biochemical re- 
actions; and the relationship of these properties 
to streptococcal disease, particularly rheumatic 
fever. Professor Slade studied at the University 
of Maryland and received his Ph.D. in bacterial 
physiology from Iowa State College. He is the 
author of numerous publications on streptococcal 
work and has been named an established in- 
vestigator by the American Heart Association. 

New Post. Dr. Howard L. Alt has been ap- 
pointed chief of the division of medicine at 
Passavant Memorial Hospital, Chicago. He suc- 
ceeds Dr. Arthur R. Colwell who resigned to de- 
vote more time to Northwestern University 
Medical School where he is chairman of the 
department of medicine. 

STAFF APPOINTMENTS. Dr. Joseph F. Mallach 
was elected chief of staff at Wesley Memorial 
Hospital; Dr. Edward M. Dorr, vice chief of 
staff ; and Dr. Durand Smith, secretary-treasurer. 
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Honors. Dr. Carl C. Lindergren, director of 
the biological research laboratory at Southern 
Illinois University, was honored Feb. 28 at the 
11th annual Pasteur dinner for his outstanding 
contribution to bacteriology, mycology, and gen- 
etics. The award was given by the Society of 
Illinois Bacteriologists. The findings of Linde- 
gren and co-workers challenged one of the basic 
laws of genetics ; changes were induced in a yeast 
cell that could be inherited by the cell’s offspring. 

Dr. Ralph V. Sintzel, 73, of Morton Grove, 
has been made an honorary life member of the 
Skokie board of health after serving as its chair- 
man for 51 years. 

Dr. Walter S. Barnes celebrated his 89th 
birthday. A gynecologist and obstetrician, Dr. 
Barnes helped establish the first women’s surgi- 
cal clinic at Provident Hospital and a similar 
clinic at the Municipal Tuberculosis Sanitarium. 
He was affiliated with Mercy Hospital for 65 
years. 

RE-ELECTED. Dr. Foster L. McMillan has been 
re-elected president of St. Luke’s medical staff 
of Presbyterian-St. Luke’s Hospital. 


Art SHow. A one man show of paintings by 
Dr. Emil W. D. Hauser, orthopedic surgeon, 
Winnetka, was shown the last week of January 
in the Highland Park Woman’s Club. Dr. Haus- 
er, a member of the American Physicians Art 
Association, has been painting as a hobby for 16 
years. He is a staff member of Passavant Me- 
morial Hospital, and founder of Winnetka Re- 
habilitation Center. 

Heart ResearcH ProJect. Loyola Univer- 
sity alumni donated proceeds from their annual 
Valentine Ball, February 15, to heart disease 
research. The formal dinner dance was a me- 
morial to Dr. Robert Dillon, a 1946 graduate of 
Loyola’s Stritch School of Medicine, who died 
last November, a victim of rheumatic heart dis- 
ease. The heart research program in Dr. Dillon’s 
memory is being carried on by several Loyola 
medical school scientists. 

JaiL Hospirat. A former dormitory on the 
first floor of Cook County Jail now serves inmate 
patients as a 50-bed hospital. Ninety per cent of 
the inmate patients, all but the more serious sur- 
gical cases, are to be treated inside the jail. The 
formal dedication took place February 3. 


Mary THompson Hospitat. In keeping with 
Chicago’s ever growing importance as a medical 
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center Mary Thompson Hospital, established in 
1865, is undergoing extensive remodeling. In- 
cluded in the newly completed parts are the di- 
agnostic center, modernized pharmacy, library, 
diet kitchen, and patient lounge. Dr. Evangeline 
D. Stenhouse is current president of the medical 
staff and Dr. M. Alice Phillips has been named 
director of medical service. This is one of two 
hospitals in the country (the other in Boston) 
whose attending staff is composed entirely of 
women. Recently male physicians have been ad- 
mitted to its consulting and courtesy staff; and 
20 per cent of its admissions are men. 


LectTuRES. Speakers in the remaining series 
of 10 lectures on the history of surgery and re- 
lated sciences held in the International Surgeons 
Hall of Fame, 1524 Lake Shore Drive, Chicago 
will be: “Radiation in the Service of Surgery,” 
Eugene F. Lutterbeck, professor of radiology, 
Cook County Graduate School of Medicine, on 
April 15; “Endocrinology and Surgery,” Rach- 
miel Levine, director of medical education and 
chairman of the department of medicine, Michael 
Reese hospital, on April 29; and “Historical 
Facts about Morgagni, Rokitanski, and Virschow, 
Pathologists,’ Esmond R. Long, emeritus pro- 
fessor of pathology, Henry Phipps Institute, 
University of Pennsylvania, on May 13. These 
free lectures are open to the medical profession 
and the public. 


The sixth lecture in the eighth annual North 
Shore Hospital series was held at 225 Sheridan 
Road, Winnetka, March 5. Dr. Joseph B. Cra- 
mer, associate professor and director of child 
psychiatry, Albert Einstein College of Medicine, 
discussed “Management of Social Adjustment 
and Behavior Problems in Adolescence.” 


Dr. Ilza Veith, president of the Society of 
Medical History, Chicago, will give the annual 
D. J. Davis Memorial Lecture on Medical His- 
tory at the Dental-Medical-Pharmacy Building, 
University of Illinois, 1853 West Polk Street, 
Chicago, April 16. Dr. Veith’s subject will be 
“Oriental Medicine and Its Concepts of the 
Soul.” 


NeEpPHROSIS FounpaTION. By official procla- 
mation, the month of March has been declared, 
“Nephrosis Month” by Governor Stratton of 
Illinois and Mayor Daley of Chicago. The Chi- 
cago League for Nephritic Children was founded 
10 years ago as a non-profit organization incor- 
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porated in the State of Illinois to raise funds to 
further research in nephrosis, nephritis, and re- 
lated kidney diseases. The organization is 
affiliated with the National Nephrosis Founda- 
tion and is now known as the Nephrosis Founda- 
tion of Chicago. The funds raised are used to 
support research. 

Heart Cuinic. The establishment of a cardio- 
vascular research and surgical unit in January 
at St. Francis Hospital, Evanston, has been 
made possible by the grant of an anonymous phil- 
anthropic group. It provides for a heart station 
with maintenance for the first three years, and 
the program is to be in effect throughout 1958. 

Merasotic Unit. A new metabolic unit for 
clinical research and treatment of patients has 
been opened in  Presbyterian-St. Luke’s 
Hospital. It. provides everything necessary for 
preparation of food, control of the patient’s 
environment, and collection of specimens for 
analysis. Immediate emphasis will be placed on 
treating patients suffering from obesity and dis- 
orders of calcium metabolism. 


Heart Station. Passavant Memorial Hospi- 
tal has opened a cardiac catheterization labora- 
tory, directed by Dr. Paul Kezdi. The heart sta- 
tion, with new electronic equipment, now oper- 
ates at Northwestern but will move to Passa- 
vant’s new addition as part of the Fred W. Fitz 
Cardiac Center. 


Crration. At the 85th annual meeting of the 
American Public Health Association, 1957, 
Archibald L. Hoyne received a citation for 40 
years membership. He was elected also to fel- 
lowship. 

MeEtTINGS. The regular monthly meeting of 
the Chicago: Neurological Society was held Feb- 
ruary 11. The program included: “Malignant 
Disease of the Spinal Extradural Space,” by 
Joseph P. Evans and presented by John F. Mul- 
lan; “Clinical and Pathological Report of an 
Unusual Case of Encephalitis,’ Walter R. 
Kirschbaum and presented by Louis Jensen; 
“Nucleoprotein Metabolism in the Central Nerv- 
ous System and the Neurologic Effects of a Nu- 
cleic Acid Antimetabolite,’ Harold Koenig. 

The Society of Medical History of Chicago 
met February 12. Kathleen Worst, Librarian, 
American College of Surgeons, spoke on “Ste- 
phen Hales, Parson-Physiologist ;” and Leo M. 
Zimmerman, M.D., Chairman, Department of 
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Surgery, Chicago Medical School, spoke on 
“Henri de Mondeville, Revolutionary, Iconoclast, 
Idealist, and Surgeon.” 

On February 10, the Chicago Society of Anes- 
thesiologists had as speaker Sidney Alpert, M.D. 
professor, department of anesthesiology, George 
Washington University School of Medicine. His 
topic was “Blood Volume Determination by 
Means of Isotopes.” 

At the meeting of the Chicago Society of In- 
ternal Medicine January 27, there were three 
papers presented: “Observation on the Absorp- 
tion, Distribution and Excretion of Mecamyl- 
amine in Rats and Man” by M.D. Milne, M.D. 
and Robert C. Muehrcke, M.D. 2. “Epidemic In- 
fluenza Due to the Asian Strain in a Military 
Population” by Clayton G. Loosli, M.D., Doro- 
thy Hamre, Ph. D. and Captain Van C. Tipton, 
MC, USN. 3. “Dissecting Aneurysms of the 
Aorta” by Jakub G. Schlichter, M.D. 

The regular meeting of the American Medical 
Women’s Association, Branch No. 2, was held 
February 12. The program was “Changes in the 
Treatment of Iron Deficiency Anemia,” with 
Drs. Bertha Isaacs, Rosita Pildes, Betty Hahne- 
man, and Lilly Rappolt participating. 

INSTITUTE OF MEDICINE or Cuicaco. The 
Fellows of the Institute elected Edwin F. Hirsch, 
Herbert E. Longenecker, and Henry T. Ricketts 
to serve as members of the Board of Governors 
for terms of five years each. Albert Vanderkloot 
was elected to serve as a member of the Board 
of Governors for three years to fill the unexpired 
term of LeRoy H. Sloan, resigned. The Board 
elected the following officers for 1958: Josiah 
J. Moore, president; Sidney Strauss, vice presi- 
dent; George H. Coleman, secretary; E. Lee 
Strohl, treasurer; and Henry T. Ricketts, Chair- 
man of the board of governors. 


EFFINGHAM 

New Orricers. The officers of the Effingham 
County Medical Society for 1958 are: Drs. Jud- 
son V. Phillips, president; Harold J. Evans, 
vice president; and J. J. Devitt, secretary-treas- 
urer. 


FULTON 

Tak. Dr. Fred Clayton of Peoria spoke on 
Recent Trends in Ear, Nose, and Throat Treat- 
ment before the Fulton County Medical Society 
in Canton on Jan. 24. 
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MACON 


Honorep. Dr. Thomas W. Samuels, Jr., 34, 
of Decatur was named the “Young Man of the 
Year” by the Junior Chamber of Commerce, 
January 22. The award was presented by Mayor 
Clarence A. Sablotny at the Jaycees annual 
Bosses Night dinner in the Decatur Club. The 
selection of Dr. Samuels was based on his many 
activities in community service. He is a medical 
graduate of the University of Illinois, and is on 
the teaching staff of Cook County Hospital and 
Loyola University Medical School in Chicago. 

The Jaycee Human Relations award in busi- 
ness and industry went to Irwin Neisler & Com- 
pany, pharmaceutical manufacturers, organized 
in Decatur, 1886. 

50 YEAR CLus. At a recent meeting of the 
Macon County Medical Society, the 50 Year 
Club initiated Dr. Clarence E. McClelland and 
presented him with the club’s plaque. 


RICHLAND 

POSTGRADUATE CONFERENCE. The Richland 
County Medical Society was host, February 27, 
to physicians from a dozen surrounding counties, 
at a luncheon at the Hotel Litz, Olney. 


This preceeded a postgraduate conference at 
which speakers from the University of Illinois 
College of Medicine, Chicago, discussed problems 
concerning medicine, surgery and pediatrics, and 
the use of radioisotopes in diagnosis and therapy. 
The conference was arranged by the Illinois 
State Medical Society’s Committee on Post- 
graduate Medical Education and Scientific 
Service. 


The meeting was held at the Richland Me- 
morial Hospital. The afternoon speakers in- 
cluded: Drs. James D. Majarakis, Lindon Seed, 
and John R. Wolff, all of Chicago. 


Dr. Harlan English, Danville, Councilor for 
the 8th district of the society, presided at the 
afternoon meeting, and spoke at the dinner meet- 
ing. The evening chairman was Dr. James W. 
Landis, Olney, president of the Richland County 
Medical Society. 


SANGAMON 

Speaker. At the regular February meeting 
of the Sangamon County Medical Society, Dr. 
Ralph A. Kinsella, professor of medicine, St. 
Louis University, spoke on “Staphylococcic In- 
fections.” 
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GENERAL 

RaBIES CONFERENCE. The Great Lakes Re- 
gional Rabies Conference was held Feb. 19-20 
at the Hotel LaSalle, Chicago. Illinois, Indiana, 
Ohio, Michigan, Wisconsin, Iowa, and Minnesota 
were the participating states. 

CONFERENCE. The Illinois Heart Association 
and the Chicago Heart Association have com- 
pleted their plans for the second annual state- 
wide conference on diseases of the heart. The 
program is planned to present the latest con- 
cepts in cardiovascular disease of value to the 
practicing physician. The meeting is scheduled 
at the Pere Marquette Hotel, Peoria, on March 
27. Four talks are part of the program—‘Cur- 
rent Concepts of Coronary Atherosclerosis,” 
Richard J. Jones, M.D.; “Treatment of Coronary 
Artery Disease,” Oglesby Paul, M.D.; “Heart 
Disease—Real or Imaginary,” A. Carlton Erns- 
tene, M.D.; and “What Has Cardiac Surgery to 
Offer from Acquired Heart Disease?” C. Walton 
Lillehei, M.D. 

LECTURES ARRANGED BY THE ILLINOIS STATE 
MEDICAL SOCIETY: 

ANTHONY J. Nicosia, associate professor of 
surgery, Cook County Graduate School of 
Medicine, addressed the Englewood Branch of 
the Chicago Medical Society, February 4, on 
“Emergency Care of Abdominal Injuries.” 

RupoLF Dreikurs, professor of psychiatry, 
Chicago Medical School, addressed the Congre- 
gation Mt. Sinai, February 11, on “Mental 
Health.” 

StuaktT ABEL, assistant professor of obstetrics 
and gynecology, Northwestern University Medi- 
cal School, addressed the LaSalle County Medi- 
cal Society in Ottawa, February 13, on “Malig- 
nancy.” 

Patrick H. McNUutty, assistant clinical pro- 
fessor of urology, Stritch School of Medicine of 
Loyola University, addressed the Stephenson 
County Medical Society in Freeport, February 
20, on “Hydronephrosis.” 

Louris Rusrn, Rockford Clinic, addressed the 
Whiteside and Lee County Medical Societies in 
Sterling, February 20, on “Treatment of Com- 
mon Skin Diseases.” 

WaRREN W. YOUNG, member of the staff of 
the Roseland Community Hospital, Calumet 
City Community Health Association in Calumet 
Citv, March 20, on “Diabetes.” : 

ALFRED D. Biaes, assistant professor of pedi- 
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atrics, Northwestern University Medical School, 
Kellogg School Parent Teacher Association, 
March 24, on “Health Problems of the Grammar 
School Age Child.” 

GEORGE M. CumMINS, associate in medicine, 
Northwestern University Medical School, Wom- 
an’s Auxiliary to the Lake County Medical So- 
ciety in Waukegan, March 25, on “How to Keep 
Your Doctor Husband Alive.” 

AtaNn R. FEINBERG, instructor in medicine, 
Northwestern University Medical School, Stock 
Yards Branch of the Chicago Medical Society, 
April 18, on “Diagnosis and Treatment of Se- 
vere Asthma.” ; 

BENJAMIN BLACKMAN, clinical assistant in 
neurology and psychiatry, Northwestern Uni- 
versity Medical School, Golda Myerson Club of 
Pioneer Women, April 26, on “Mental Health.” 
DEATHS 

CHANNING W. BarrettT*, retired, Chicago, 
who graduated at Wayne University College of 
Medicine, Detroit, in 1895, died January 29, 
aged 91, in the Veterans Hospital in Fayette- 
ville, Arkansas, after a long illness. He was 
former chairman of the Department of Gynecol- 
ogy at Cook County Hospital, and from 1899 
to 1926, he was chairman of the Department of 
Obstetrics and Gynecology at the University of 
Illinois College of Medicine. He was a founding 
member of the American College of Surgeons, 
past president of the Chicago Gynecological So- 
ciety, and past president of the North Side 
Branch of the Chicago Medical Society. 

GENE Burrows, Chicago, who graduated at 
the Chicago Medical School in 1917, died Jan- 
uary 8, aged 76. He had practiced as an indus- 
trial surgeon for 36 years. 

JaMEs F. Cox*, Chicago, who graduated at 
Rush Medical College in 1909, died January 9, 
aged 84. He was a retired medical director of 
the Illinois Bell Telephone Company. He had 
held the post for 17 years. 

Rosert DESSENT*, Chicago, who graduated 
at the University of Illinois College of Medicine 
in 1924, died January 14, aged 58. He had been 
epidemiologist and director of maternal and 
child hygiene for the Cook County Health De- 
partment since 1943. He was district health 
superintendent of Illinois for the Department of 
Public Health from 1941 to 1943, and before 
that, clinic physician for the Chicago Infant 





“Indicates member of the Illinois State Medical Society. 
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Welfare Society, and a field health officer for 
the Chicago Board of Health. 

GERRY B. DupLEy*, retired, Charleston, who 
graduated at Cornell University Medical School, 
New York, in 1904, died January 16, aged 82. 
He was Councilor for the Eighth District of 
the Illinois State Medical Society for one term 
(1924, 1925 and 1926). In 1956 he was made 
a member of the Society’s “Fifty Year Club,” 
having practiced medicine in the state for 50 
years. 

CuHaRLEs P. Ecx*, Chicago, who graduated 
at the University of Illinois College of Medicine 
in 1916, died January 29, aged 68. He was asso- 
ciated with the Cook County Department of 
Public Health. 

Percy D. Hati*, Chicago, who graduated at 
the Chicago Medical School in 1929, died in the 
Passavant Memorial Hospital August 13, aged 
58, of acute myocardial infarction and arterio- 
sclerosis. 

GipEon H. Horrman%, retired, Kewanee, who 
graduated at Western Reserve University School 
of Medicine, Cleveland, in 1898, died January 
26, aged 86. He was former chief of staff at St. 
Francis and Kewanee Public Hospitals. 

Witi1Am Hersert Howsrock*, Peoria, who 
graduated at Northwestern University Medical 
School in 1923, died October 31, aged 62, of 
arteriosclerotic heart disease. He was a member 
of the American Urological Association. For 
many years he was a member and for two years 
president of the staff of St. Francis Hospital in 
Peoria. 

Guten R. Incram*, Champaign, who grad- 
uated at the Hahnemann Medical College and 
Hospital in 1916, died recently, aged 71. 

Vina A. LatHAm*, Chicago, who had a degree 
in dentistry from the University of Michigan, 
graduated at Northwestern. University Woman’s 
Medical School in 1895. She died January 17 at 
the age of 91. In 1936 the Microscopical Society 
of Illinois recognized her work in microscopic 
science with a testimonial dinner; last Novem- 
ber she was given a merit award by the Chicago 
Technical Societies Council. Also in 1957, the 
Zonta Club, an organization of professional wom- 
en, of which she was a member, named her 
“woman of the year.” At one time, she taught 
medicine at Rush Medical College, the Univer- 
sity of Chicago, and Northwestern University 
Medical School. 
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PRENTISS McKENziE, retired, Chicago, who 
graduated at Jenner Medicine College in 1916, 
died in a rest home February 1, aged 85. 

JOHN Q. Roane*, Carlyle, who graduated at 
Missouri Medical College in 1898, died Decem- 
ber 29, aged 83. He served as secretary of the 
Clinton County Medical Society for 50 years; he 
had also been president. In 1948 he was honored 
with a membership pin in the “Fifty Year Club” 
of the Illinois State Medical Society. 

Oscar T. Ropera*, retired, St. Petersburg, 
Florida, formerly of Chicago, who graduated at 
Rush Medical College in 1899, died January 18, 
aged 81. He was formerly chief surgeon at the 
Swedish Covenant Hospital. 

Wittiam A. Rupp*, retired, Chicago, who 
graduated at Northwestern University Medical 
School in 1900, died February 4, aged 81. He 
was a member of the staff of the South Shore 
Hospital. 

SAMUEL J. RvussELuL*, retired, Kenilworth, 
who graduated at the University of Illinois 
College of Medicine in 1904, died January 17, 
in Hemet, California. He was 87. 

Roy F. Stanton*, East St. Louis, who grad- 
uated at St. Louis University School of Medicine 
in 1902, died in April last year, aged 78. 

JoHN A. SuLDANE*, Chicago, who graduated 
at St. Louis University School of Medicine in 
1910, died February 6, aged 72. He was a mem- 
ber of the staff of St. Elizabeth’s Hospital for 
30 years. 

Marion L. Wuite*, Dixon, who graduated 
at Keokuk Medical College, Iowa, in 1894, died 
in December. 

Etvin JAMES WILEY*, Elizabeth, who grad- 
uated at Loyola University School of Medicine 
in 1927, died November 20, aged 57, of cerebral 
vascular accident and hypertension. He was as- 
sociated with St. Francis and Deaconess Hos- 
pitals in Freeport. 

Hartow M. Wo tre*, Taylorville, who grad- 
uated at St. Louis University School of Medi- 
cine in 1906, died November 24, aged 77. In 
1956, he received the “Fifty Year Club” award 
from the Illinois State Medical Society for hav- 
ing practiced medicine 50 years in Taylorville. 

Or1tE Curis YopeR*, Peru, who graduated at 
Rush Medical College in 1909, died November 
8, aged 77, of uremia. 


*Indicates member of the Illinois State Medical Society. 


Illinois Medical Journal 





